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NEW SOLUTIONS 
offer maximum electrolyte selectivity 
with twice the caloric benefits of 5% Dextrose 


Supplementing the clinically-proven advantages of 
Jravert. 


e twice as many calories as 5% dextrose, 
in equal infusion time, 
with no increase in fluid volume 

© a greater protein-sparing action 
as compared to dextrose 

e maintenance of hepatic function 


these 5 new parenteral solutions*.. 9 
now offer the physician a : 
a choice of... 


ELECTR 
Olyre 
SOLur, 
ONS 


SOtution 
mEq Per 1000 < 


* Modified Dvodeng; 

* & Overt 10%-Electro 

* 


Solution 
lyte No, 
No 
0%-Electrolyte No 


Ammoniy 
Monium Chio,; 
Darrow’, oride 2.145 


Travert 1 
| Travers 


-Potass; 
% in Wore 


Wallet cards available on request 


products of 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois * Cleveland, Mississippi 
DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES * EVANSTON, ILLINOIS 
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in 


A real advantage treating 


Peptic Ulcer 


Tablets 


COUNCIL oS ACCEPTED 


A recent clinical report continues to confirm that ALGLYN Tab- 
lets possess all of the theoretical attributes of an insoluble 
non-systemic antacid. Because of “the rapid disintegration and 
prolonged activity in gastric juice...”! dihydroxy aluminum 
aminoacetate (ALGLYN) is both a rapid and long-acting antacid, 
and is truly effective in tablet form. 

Hammarlund and Rising,? comparing the buffering capacities of 
the most widely prescribed antacids in vitro found ALGLyN Tab- 
lets to be as good or better than antacid preparations in liquid 
or suspension form, and concluded that “‘dihydroxy aluminum 
aminoacetate (ALGLYN) gives both rapid and prolonged effect.”2 

Each pleasant tasting ALGLYN Tablet contains 0.5 Gm. dihy- 
droxy aluminum aminoacetate, N.N.R. posaceE: 1 to 2 tablets, 
1 to 2 hours after meals and at bedtime. 


1. Current Med. Dig., 20:112, 1953 (reprint on request). 2. J Am. Pharm. A., Sc. Ed., 38:586, 1949. 


When 


spasin 


COE vists 


The ulcer patient with coexisting spasm or intestinal hypermo- 
tility requires, in addition to antacid therapy, a spasmolytic and 
a sedative. The Matctyn formula is designed to provide prompt 
control for these refractory patients. 

DOSAGE: | to 2 tablets, 1 to 2 hours after meals and at bedtime. 

FORMULA: Each Matctyn Tablet contains: Dihydroxy Aluminum 
Aminoacetate, N.N.R. 0.5 gm. (7.7 gr.); Belladonna Alkaloids (as 
sulfates), 0.162 mg. (1/400 gr.); Phenobarbital, 16.2 mg. (4 gr.) 


® 


Compound 


Dihudroxy Aluminum Aminoacetate, N.N.R. Belladonna Alkaloids Phenobarbital Alm-2 


2 
- 
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VERATRUM 
THERAPY 
WITH 
POTENCY 
THAT IS 
MATHEMATICALLY 
MEASURED 


a new 
achievement 
in the 
management of 
hypertension 


VERALBA marks a milestone in the treatment of hypertension, for it is the only veratrum 
alkaloid ever standardized completely by chemical assay. 4 This means unvarying potency, 
so essential to true control of the hypertensive patient...plus a more exact forecast of 
patient response. 4 When effective dosage of VERALBA is once determined for the individual 
patient...it remains, with rare exceptions, the actual maintenance dose. 4 Vasodilatation 
is induced without ganglionic or adrenergic blockade... without direct smooth muscle de- 
pression ... without deranging those mechanisms which control blood distribution and which 
normally prevent postural hypotension. 4 Here is a notably safe, efficient approach to the 
management of hypertension. 


VERALBA& 


BRAND OF PROTOVERATRINES A AND B 


Supplied: Tablets of 0.2 mg. or 0.5 mg., 
uncoated and grooved, in bottles of 100. 


Also as Veralba Solution, 
in 10 cc. multidose vials. x 


PITMAN +*MOORE COMPANY. oision of attiep Lasoratories, inc. INDIANAPOLIS, INDIANA 
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For every patient 
with clearcut menopausal 
symptoms such as hot flushes, 
there’s another patient with symptoms less clearly defined 
yet just as distressing . . . headaches, 
insomnia, mental and physical fatigue. 


Her symptoms may also be indicative of declining ovarian function, and occur 


several years before, and even long after, menstruation ceases. 


This patient, too, may be expected to benefit from “Premarin” therapy. 


9 
. PREMARIN: is a complete equine estrogen-complex. 


It not only produces prompt symptomatic relief, but also imparts 
a distinctive ‘‘sense of well-being" 
highly gratifying to the patient. It is tasteless and odorless. 


“Premarin,” estrogenic substances (water-soluble), 


also known as conjugated estrogens 


(equine ), is supplied in tablet 


and liquid form. S 


| 
. 
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this child could gain 10 pounds 


with 7 palatable oral fat emulsion 


An unusually palatable dietary additive, EDIOL 
caloric boost can be taken alone and also combined 

with a variety of foods. Just two tablespoonfuls 
without gastric burden aid. of this delicious oral fat suspension 
ae provide 600 extra calories. For still higher caloric 
intake, more may be prescribed as required. 


EDIOL micronized emulsion of coconut oil (50%) and 
sucrose (122%), supplied in bottles of 16 fluid ounces. 


oratories, inc. 


New York 1, New York 
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Giba 
Penicillin-PBZ 200/so 


to minimize or 
prevent sensitivity reactions 
to penicillin 


The introduction of Penicillin-PBZ is another step in the direc- 
tion of effective, reaction-free penicillin therapy. This new 
product offers all the advantages of high-unitage, oral penicillin 
— plus Pyribenzamine, an antihistamine which has been shown 
to minimize or prevent penicillin sensitivity reactions. 


The clinical need for Penicillin-PBZ is evident from the grow- 
ing incidence of penicillin sensitivity reactions. The prophy- 
lactic and therapeutic use of Pyribenzamine for control of these 
reactions has been demonstrated repeatedly. A few examples: 


1 e Simon! observed only 3 reactions in 1287 patients to whom 
Pyribenzamine and penicillin were administered simultane- 
ously, mixed in saline diluent. This finding, the author states, 
“should convince the most skeptical that the rate of reaction 
thus obtained is far below that resulting from the same peni- 
cillin without the antihistamine or from other penicillin 
combinations,” 


2. Kesten? observed that Pyribenzamine afforded complete 
relief or suppression of postpenicillin urticarial symptoms in 
88% of cases and concluded that Pyribenzamine is a “most use- 
ful therapeutic agent in allergic symptoms which follow the 
administration of antitoxin or penicillin.” 


3. Loew? reported Pyribenzamine to be “especially effective 
in controlling the urticaria induced by penicillin.” 


Each Penicillin-PBZ 200/50 tablet contains 200,000 units peni- 
cillin G potassium and 50 mg. Pyribenzamine hydrochloride 
(tripelennamine hydrochloride Ciba). Also available: Penicillin- 
PBZ 200/25 tablets (25 instead of 50 mg. Pyribenzamine). Both 
forms in bottles of 36. 

Literature available on request. Write Medical Service Division, 
Ciba Pharmaceutical Products, Inc., Summit, N.J. 


4. SIMON, S. Ww ANN. ALLERGY 218, 1953. 2. KESTEN, M.: ANN. ALLERGY 6: 4098, 1948. 3. LOcw, R.: MED. CLIN. Me 
AM. 34: 351, 1950. 


A STEP TOWARD REACTION-FREE PENICILLIN THERAPY 


Penicillin-PBZ 200/50 


(penicillin 200,000-unit tablets PLLUS Pyribenzamine® HC] 50 mg.) 2/027 
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the realization of a hope . . 


. . . for a satisfactory preparation in the management of hypercholesteremia 


Typical Response of a Hypercholesteremic Patient to 20 cc. of MONICHOL* Daily in Divided Doses** 


MEDICATION STOPPED MEDICA -STA 

275 
Serum f 
Cholesterol 250 L Al 
mg per 100 mi. ; A 

25, 

2.0 

15 
Urine on 
Cholesterol 05 
mg per 24 hrs. 

per 24 hours 8 @ 


WEEKS OF OBSERVATION 
The above graph demonstrates the effectiveness of MONICHOL in enhancing 
the stability of the serum lipid emulsion by: 4 normalizing elevated serum choles- 
terol levels, @ changing the character of the excess serum cholesterol to facilitate 
urinary excretion, and ™ making the excess serum cholesterol more readily available 
for utilization by the adrenal cortex in steroid synthesis.** 
The sense of well-being experienced by patients on MONICHOL is attributed by 


the investigators** to better utilization of excess serum cholesterol by the adrenal 


cortex. MONICHOL is entirely non-toxic. 
The red portion of the graph shows that uninterrupted daily intake of MONICHOL is 
essential, because hypercholesteremia is probably due to an inborn error of metabolism. 


Indications: For the therapeutic and prophylactic management of hypercholesteremia so frequently associated 
with cardiovascular disease and diabetes. 


Formula: Each teaspoonful (5 cc.) contains: | Minimum Dosage: Two teaspoonsful twice daily after meals. 


Polysorbate 80 500 mg. _ 

Choline Dihydrogen Citrate 500 mg. Supplied: Bottles of 12 oz. 

Inositol 250 mg. _Literature on request 

**Sherber, D. A., and Levites, M. M.: Hypercholesteremia. Effect on Cholesterol Metabolism of a Polysorbate 30-Choline-Inositol 
Complex (MONICHOL) J.A.M.A. 152:682 (June 20) 1953. *Trademark 


IVES-CAMERON COMPANY, INC., 22 East 40th Street, New York 16, N.Y. 


a 


8 SOUTHERN MEDICAL JOURNAL March 1954 


in constipation 


to. the intestines normal cid 
i flora to promote and maintain peristalsis. gaa 


CULTOL suppresses putrefactive bacteria “and 
- flatulence. Moist, lubricated, comfortably passed evacuations are 


rush, eriping, strain, or jeakage. 


everybody likes the chocolate-pudding flavor of 


neo-cultol 


L. Acidophilus in mineral oil jelly 


wide-mouth jars of 6 oz. 


the arlington chemical company « yonkers 1, new york 


Name M. D. 


Address 


_ no Salts « no phenolphthalein « no bulk « no roughage © 
| 
Please send me professional samples of NEO-CULTOL. 


eeetOr wide-spectrum antibacterial 
therapy: GANTRICILLIN=300 *Roche,* 
Each tablet provides 300,000 units 
of penicillin PLUS 0.5 Gm of 


Gantrisin, the single, highly 


soluble sulfonamide, 


ve 

~3B00 
— 
‘ 


the new Gantricillin=300 
tablet 'Roche.* A convenient way 
of administering 300,000 units 

of penicillin PLUS 0.5 Gm of 
Gantrisin} the single, soluble 


sulfonamide. 


Vol. 47 No. 3 SOUTHERN MEDICAL JOURNAL 9 


PROFOUND RELIEF AND 


4 QUICK REHABILITATION 
. Profound and rapid therapeutic 


success in bursitis, especially in 
the acute stage, is obtained with 
HP*ACTHAR Gel. Cases refractory 
to other types of therapy have re- 
sponded to HP*ACTHAR Gel, re- 
gardless of the severity of the 
condition. Calcium deposits may 
disappear. 

HP*ACTHAR Gel, a new reposi- 
tory ACTHAR with rapid response 


and sustained action, is as easily 


\ 
f administered as insulin with a mini- 
y mum of discomfort, whether injected 
we intramuscularly or subeutaneously. 


It is economical too, far less time 
and money being spent to restore 


the patient’s working ability. 


ey The small total dose required affords econ- 


omy and virtual freedom from side actions. 


THE ARMOUR LABORATORIES 
® A DIVISION OF ARMOUR AND COMPANY - CHICAGO 11, ILLINOIS 
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the 
first compound 


effective 
against motion 
sickness in 


a single 
daily dose 
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/  prizER LABORATORIES Brooklyn 6, N.Y. 


Division, Chas. Pfizer & Co., Inc. 


most prolonged action 


Bonamine is the only motion-sickness 
preventive which is effective in a 
single daily dose. Just two 25 mg. 
tablets (50 mg.) will provide adequate 
protection against all types of motion 
sickness —car or boat, train or plane— 
for a full 24 hours in most persons. 


few side effects 


Clinical studies have shown, in case 
after case, that relatively few of the 
patients experienced the usual side 


effects observed with other motion-sickness 


remedies: less drowsiness, dullness. 
headache, dryness of the mouth, ete. 
In addition, Bonamine is tasteless and 
acceptable to patients of all ages. 


Supplied: 25 mg. tablets. 


Brand of meclizine hydrochloride 


March 1954 


10 

new 

travel Z 


wherever 
Codeine + APC 
is indicated 


ERCODAN 


TABLETS’ FOR PAIN 


Provides faster, longer-lasting, and 
more profound pain relief. Obtainable on 
prescription. Narcotic blank required. 


*Salts of dihydrohydroxycodeinone 
and homatropine, plus APC. 


Literature? Just write to 


ENDO PRODUCTS INC., 
Richmond Hill 18, N.Y. 
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A new form of a synthetic narcotic analgesic . .. 
approximately twice as potent as racemic Dromoran 
(dl) Hydrobromide ‘Roche’ . . . inducing prompt 
pain relief with longer duration of analgesic 
effect than morphine, 


... indicated for the relief of severe or intractable 
pain aa preoperative medication and 
postoperative analgesia. 
... A striking characteristic is its ability to 
produce cheerfulness in pain-depressed patients 
the morning after an evening dose.”"* 
.. . less likely than morphine to produce constipation, 
nausea or other undesirable side effects ... whether 
administered orally or subcutaneously. 
CAUTION: 
Levo-Dromoran Tartrate 
is a narcotic analgesic. 
It has an addiction 
L V0 R () M () RAN liability equal to 
morphine and therefore 
the same precautions 
should be taken in 
dispensing this drug 
as with morphine. 


*Glazebrook, A. J.: Brit. M. J., 
2:1328 (Dec. 20) 1952 


TARTRATE ‘Roche 


(tartaric acid salt of levo-3-hydroxy-N-methylmorphinan) 


. 
. 
. 


HOFFMANN-LA ROCHE INC ¢ Nutley 10 © New Jersey 
LEVO-DROMORAN®—brand of levorphan 


March 1954 
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Squibb 200,000 Unit Penicillin G Potassium Ta 
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potent, safe, non-narcotic 


TORYN 


‘Toryn’ “is an effective antitussive agent with anticholinergic properties primarily, but 
is essentially free of atropine-like [side] effects. ‘Toryn’ has been well tolerated and appears 
to have a sedative effect on the bronchioles.””! 


potent 


Toryn’s specific depressant effect on the cough reflex is compa- 
rable to that of codeine, both in intensity and in duration. 


safe Unlike codeine, “Toryn’ does not cause the constipation, drowsi- 
ness and depression so often brought on by even small doses of 
codeine and the other opiates. 
non-narcotic ‘Toryn’ is a new, synthetic drug, chemically unrelated to the 
narcotics. 
Available: Syrup, in 4 fl. oz. bottles. 


Tablets, in bottles of 25. 


Formula: Syrup: Each 5 ce. teaspoonful contains “Toryn’ (caramiphen 
ethanedisulfonate, S.K.F.), 10 mg.; chloroform, 10 mg.; sodium citrate, 
325 mg.; aleohol, 4.7%; in a demulcent and mildly expectorant vehicle. 
Tablets: “Toryn’ (caramiphen ethanedisulfonate, S.K.F.), 10 mg. 


Smith, Kline & French Laboratories, Philadelphia 


1. Segal, M.S., et al.: Advances in the Physiology and Treatment of Bronchial 
Asthma, Quart. Rev. Allergy & Applied Immunology 6:399 (December) 1952. 


%*T.M. Reg. U.S. Pat. Off. for iph hanedisulf. S.K.F, 
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PHOTOGRAPH BY MILTON GREENE 


Insomnia banished —without “hangover” 


CAPSULES AND ELIXIR CHLORAL HYDRATE 


For deep, natural sleep without drug hangover, 
prescribe Somnos. This well-tolerated sedative and 
hypnotic is not a barbiturate but chloral hydrate— 
“one of the safest of all sedatives.”’ Within an hour 
of taking it, your patient will fall into a deep, quiet 
and natural sleep. She will generally awaken re- 
freshed, free from after effects and “hangover.”? 
Somnos is also very valuable for the functional 
insomnia of the elderly. “Toxic effects on cardiovas- 
cular and respiratory systems...have not occurred.”* 


Quick Information: SoOMNOs Capsules are sup- 
plied in two dosage strengths: 0.25 Gm. (334 gr.) 
and 0.5 Gm. (7% gr.) of chloral hydrate. Highly 
palatable Somnos Elixir readily mixes with milk or 
water; in pint Spasaver® and gallon bottles, 1.6 Gm. 
(25 gr.) of chloral hydrate per fl. oz. 


REFERENCES: 1. Mod. Med. 19:59, Dec. 15, 1951. 2. The Pharmaco. 
logical Basis of Therapeutics, New York, The Macmillan Company, 
1941, p. 178. 3, An Integrated Practice of Medicine, Philedelnhia, The 
W. B. Saunders Company, 1950, Vol. V, p. 4518, 
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anew 
oral 


diuretic 


for long-term 
treatment of 
cardiac edema | 


Available in scored tablets (250 mg.). 
Dosage : 1 to 12 tablets each morning or 


< a } every other morning, according to weight. 
LEDERLE LABORATORIES DIVISION 
| h 30 Rockefeller Plaza 


a New York 20, N.Y. 
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A new, more effective presentation of 


phenobarbital 


ESKABARB* 


phenobarbital, S.K.F. 


SPANSULE' 


brand of sustained release capsules 


Smooth, sustained, day-long sedation—with only one oral dose 


Because they provide uninterrupted, even sedation 
with phenobarbital throughout the day—or night 
—with only one oral dose, ‘Eskabarb’ Senile 


capsules are particularly in 


restlessness or irritability, — states, en epilepsy 


2 dosage strengths: 

1 gr. (replaces 1{ gr. — d. / 4 
1% gr. (replaces 4 gr. phenobarbital t.i. a. ) 

made only by 

Smith, Kline & French Laboratories, Philadelphia 


the originators of sustained release medication 


*Trademark +Trademark for S.K.F.’s brand of = 
sustained release capsules (patent applied for) (see other side) 


: 


<7 


ule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansile’ 


Because of the advantages inherent in the ‘Spansule’ 
capsule dosage form, S.K.F. is working constantly 
toward the development of new ‘Spansule’ capsules 


incorporating adaptable therapeutic agents. 


The following Spansule} sustained release capsules 
are now available: 


Dexedrine” Spansule capsules 


¥ DEXTRO-AMPHETAMINE SULFATE, S.K.F. 
~ for day-long control of appetite in weight reduction 


10 mg. & 
15 mg. 


A Benzedrine” Sulfate Spansule capsules & 


AMPHETAMINE SULFATE, S.K.F. 


for relief of chronic tiredness 


Eskabarb* Spansule capsules 


PHENOBARBITAL, S.K.F. 


for continuous, even sedation throughout 
the day—or night 


Smith, Kline & French Laboratories, Philadelphia 


tTrademark for S.K.F.’s brand of sustained release capsules (patent applied for). 
*Trademark. 


(see other ail 


Sy 
15 mg. 
gr. 
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FORMULA! 5h suppository contains the following in a cacao butter base: 


Pontocaine® hydrochloride. 
Neo-Synephrine® hydrochloride ..... 
Sulfamylon® hydrochloride. ....... 
Bismuth subgollate ..... 
Balsam of Peru. 


With PNS Suppositories pain is quickly 
brought under control; swelling and 
inflammation are reduced; infection is 
combated. Indicated for the relief and 
symptomatic treatment of uncomplicated 
hemorrhoids; before and after hemor- 
thoidectomy or sclerosing therapy. 


Boxes of 12 


PNS, Pontocaine lbrand of tetracaine’, Neo-Synephrine Ibrand of phenviephrine! and 


Sulfamylon (brand of mofenide!, trademarks reg. U. S. & Canada 


RELIEVES PAIN, 
ENGORGEMENT 
AND INFECTION 


PNS 


SUPPOSITORIES 


..- Anesthetic 
...Decongestant 
...Anti-Infective 


Greater comfort in hemorrhoidal and simple 


infl 


y rectal is now possible 
with PNS Suppositories—a combination of 
anesthetic, decongestive and bactericidal 


ingredients. 


10 mg. 
MQ 
O2 Gm. 
ove OF Gm. 
50 mg. 


NEW YORK\18, N.Y. » WINDSOR, ONT. 
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SUSTAINED RELIEF IN 


bronchial asthm 


HP*ACTHAR Gel meets the practi- 
cal requirements for successful 
treatment of bronchial asthma in 
the patient’s home and the physi- 
cian’s office. The need for hospitali- 
zation is greatly reduced, even in 
severe cases. 

HP*ACTHAR Gel acts rapidly— 
essential in the acute paroxysms of 
asthma. Therapeutic action is sus- 
tained over prolonged periods of 
time, resulting in a diminished need 
for injections: One or two per week 
suffice in many instances. 

HP*ACTHAR Gel can be a life- 
saving measure in status asthmat- 
icus. Remissions up to 18 months 


duration have been reported. 


> 
Adrenocorticotropic Hormone— Corticotropin 


Subcutaneously 


or intramuscularly as desired 
with Minimum Discomfort 
Home and Office Treatment 


Greatly Simplified 
Significant Economy 2) 


(ACTH). 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY - CHICAGO 11, ILLINOIS 
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no Rembrandt, but...” 


Life can be well worth living in the later years, especially if due regard 
is given to the altered requirements of the aging patient. 

GEVRINE, Lederle’s newest geriatric product, provides the protein- 
anabolic action of combined hormone therapy, as well as vitamin-mineral 
supplementation. 


LEDERLE LABORATORIES DIVISION Ledterte 


AMERICAN Cyanamid COMPANY Pearl River, New York *Reg. U.S. Pat, Of. 


Vitamin-Mineral- 
Hormone Supplement 
Capsules Lederle 
ae 
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Liberated... 


from the pain 
and discomfort 


of Chronic Arthritis 


An effective clinical response, adequate to liberate the 
patient from the discomfort of chronic arthritis and rheu- 
matic affections, can be achieved in a large percentage of 
patients with Pabirin. Thus many arthritics can be re- 
stored to useful activities. 


PROLONGED, CONTINUOUS RELIEF 


Pabirin produces higher salicylate blood levels because of 
the inhibitory effect of PABA on salicylate excretion. 
Hence, while the medication is taken, relief is prolonged 
and continuous. 


SODIUM-FREE 


All Pabirin is sodium-free. It can therefore be given with 
or between courses of ACTH or cortisone, and to hyper- 
tensives and cardiacs. 


HIGHER POTENCY 


Pabirin provides acetylsalicylic acid, widely regarded as 
the most efficacious and best tolerated of all salicylate 
compounds. In addition to 5 gr. each of aspirin and 
PABA, each capsule contains 50 mg. of ascorbic acid. Six 
capsules daily supply a full therapeutic dose of vitamin C 
to prevent excessive fall in the blood ascorbic acid level. 


SMITH-DORSEY 


Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


PABIRIN 


March 1954 


Each capsule now 


contains: 
Acetylsalicylic acid... . 5 gr. 
Para-aminobenzoic acid 5 gr. 
Ascorbic acid . .. 50 mg. 


Pabirin is available 
at all pharmacies. 


A PREPARATION 
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WARREN - TEED 


WARREN-TEED AEROSOLS 


NON-ANTIBIOTIC 


Warren-Teed 


AEROSOL COMPANIONS 
when colds strike or 


sensitivities annoy 


Entomist Allermist 


Bactericide neomycin sulfate 0.1% _ 
Vasoconstrictor phenylephrine 
hydrochloride 0.25% 0.25% 


Topical Antiallergen 

thenylpyramine hydrochloride 0.1% 0.2% 
Antiseptic methylbenzethonium 

chloride 0.01% 001% 
each in 5/8 fluid ounce aerosol bottle 


THE WARREN-TEED PRODUCTS COMPANY, 
COLUMBUS 8, OHIO 
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7 suitable choice for 


Gratifying clinical improvement reported with the 
sp use of lipotropics in cirrhosis, coronary disease, 
atherosclerosis and diabetes has resulted in wide- 

__ spread adoption of this therapy. ; 
_ The choice of the lipotropic used is etitical to the 
_ patient’s response and the success of this manage- 
_ ment. Gericaps offers a high potency lipotropic for- _ 


| CHOLINE & INOSITOL synergistically equivalent | 
to aproximately 1 Gm. of choline dihydrogen 


| citrate. Superior potency of the true lipotropic factors. 
_| RUTIN 20 mg. and VITAMIN C 12.5 mg. To help _ 
prevent or improve capillary and/or Per- 
VITAMIN A 1000 units and B-COMPLEX 7.25 mg. 
To aid in compensating for deficiencies i in a fat and — 


| 
| | 
| 
CIRRHOSIS CORONARY DISEASE 
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answering 


brand of hydrocortisone 
anti-rheumatic 


anti-allergic 


anti-inflammatory 


March 1954 


tablets 


indicated in: 
Rheumatoid Arthritis 
Osteoarthritis 
Acute Rheumatic Fever 
Bronchial Asthma 
Allergic Dermatoses 
Acute and Chronic 
Ocular Disorders 


and other conditions responsive 
to adrenocortical hormone 
therapy, e.g., Addison’s disease, 
intractable hay fever, drug 
reactions, etc. 
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Superior anti-rheumatic potency 


In comparison with cortisone, hydrocortisone produces maxi- 
mal therapeutic benefits with smaller dosage requirements, 
and endocrine complications are fewer and less pronounced.'* 


in rheumatoid arthritis 


Systemic administration of CortRiL tablets quickly relieves 
active inflammatory and constitutional manifestations, often 
within a few hours. Crippling pain, stiffness, and swelling 
diminish rapidly and beneficial effects persist with continu- 
ance of therapy. 


in osteoarthritis 


CorTRri tablets are a valuable adjunct in achieving enhanced 
function and comfort in weight-bearing joints. 


When the joints involved are few in number, or when one or 
two joints do not respond to systemic therapy, injection of 
CORTRIL Acetate Aqueous Suspension directly into the joint 
affords remarkably effective, safe therapy. 


S|the predominant glucocorticoid 


supplied: 


CORTRIL TABLETS (hydrocortisone, free alcohol), scored, as 
10 mg. tablets in bottles of 25, and 20 mg. tablets in bottles of 20. 


also available: 
CORTRIL ACETATE AQUEOUS SUSPENSION 
er for intra-articular injection, in 5-cc. vials; 25 mg. per cc. 


CORTRIL ACETATE OPHTHALMIC SUSPENSION 

WITH TERRAMYCIN® 5 cc., in amber bottles with sterile eye 

dropper; each cc. of sterile suspension provides 15 mg. hydrocortisone 

acetate and 5 mg. TERRAMYCIN hydrochloride. 

references: 

1. Boland, E. W.: Ann. 
Rheum. Dis. 12:125, 1953. 

: CORTRIL ACETATE TOPICAL OINTMENT 


CORTRIL ACETATE OPHTHALMIC OINTMENT 


onsive in 1/8-0z. tubes in strengths of 0.5% and 2.5%. 


Boland, E. W. and ° 
ease, . 1/6-oz. tubes in strengths of 1.06 and 2.5% 

Headley, N. E.: J.A.M.A. 

148:981, 1952. 


Pfizer Syntex Products 


z2er. PFIZER LABORATORIES Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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Semoxydtine S me. 
(Methamphetamine HCI) 

Pontobdarbital .............. 20 me. 
Ascorbic Acid ............. 100 mg. 
Thiemine .............. 0.5 me. 
Ime. 
Wiacia Smeg. 


March 1954 


genuine Obedrin 
obtainable 
only on 


prescription 


tablets are 
monogramed 
for your 
assurance of 


quality 


26 
for the ob tient 
or the obese patient ... 
meassengill 
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WYBIOTIC’ 


Zine Bacitracin—Neomycin—Polymyxin 
TROCHES 


*Trademark of related company 


NEW! 
Triple antibiotic for infections in the TROCHE ZONE 


pharyngitis 

tonsillitis 

Vincent’s infection 

stomatitis 

gingivitis 

and especially in non-febrile sore throat 


WyBsioTic Troches are bactericidal against both gram- 
negative and gram-positive organisms commonly found in 
the mouth and throat. WyBIoTIC Troches contain no 
penicillin. 


Note the potency! 
Zine Bacitracin ...... 300 units 
Neomycin Base (as Sulfate) . 5 mg. 


Polymyxin B Sulfate. . . . 2000 units Wyeth 


Supplied: Cans of 48 troches nteddtoe 2, Pa. 
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FIVE POINTS be weighed 


when prescribing = urinary tract infections" 


“The physician must weigh the MANDELAMINE 
following’”* 
*Carroll, G.: Texas State J. Med. 49:761 (Oct.) 1953 MEETS ALL FIVE REQUIREMENTS 


Ease of adinivistration No venison in diet, no forcing of finids, 
no alkalinizing is necessary. 


Serious toxic effects have never been re- 
Toxic symptoms and side reactions ported. Side effects extremely rare. Only 
contraindication is renal insufficiency. 


Hactecia do not devcioo cesistance, even 


Inexpensive, particularly important in long- 
continued therapy. 


Controls most common urinary infections 
Effectiveness - in 3 co 14 days.-5.¢ Bacteriostatic aud bac- 
tericidal action is approximately the same 
order as sulfouamides and streptomycin.? 


Adult dosage: 3 to 4 tablets t.i.d. Children: in proportion. 


MANDELAMINE 


NEPERA 
Chemical Co., Inc. 


Pharmaceutical Manufacturers, Nepera Park, Yonkers 2, N. Y. 


1. Seudi, J. V., and Duca, C. J.: J. Urology 61:459, 1949. 2. Schloss, W. A.: Connecticut M. J. 14:994, 1950. 3. Knight, V., and others: 
Antibiotics & Chemotherapy 2:615, 1952. 4. Beckman, H., and Tatum, A.L.: Wisconsin M. J. 51:185, 1952. 5. Carroll, G., and Allen, 


H. N.,; J. Urology 55:674, 1946. 6. Kirwin, T J., and Bridges, J. P.: Am. J. Surgery 52:477, 1941. 7. New and Nonofficial Remedies, 
A.M. ie 1953, p. 88. 


""Mandelamine” is a trademark Reg. U. S. Pat. Off. of Nepera Chemical Co., Inc., for its brand of methenamine mandelate. 
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PHOTOGRAPH BY RUZZI GREEN 


When they won’t wear shoes, they may need 


CRYSTOIDS. 


ANTHELMINTIC 


Hookworms can usually be eradicated by a single 
dose of Crystorps. Roundworms, too, are con- 
trolled. When both occur, the first treatment removes 
practically all the roundworms, and approximately 
70 per cent of the hookworms. 


Pinworms, whipworms and tapeworms are also 


effectively treated by Crystorps. Prolonged dosage 
is not required. Toxic reactions are rare. 

Quick Information: CrysToIps are supplied in pills 
of two strengths: 0.1 Gm. and 0.2 Gm. ‘Caprokol’ 
hexylresorcinol. Administration and dosage are in- 
cluded on the label. 
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to 
supplement 


treatme 
with 
encouragem 


ge j sedative ae . anti- 
spasmodic—for effectff e relief of the pain and anxiety 
which frequently recovery 
Each HASAMAL i 


Phenobarbital............ ™ mg. ( 24 gr.) 
(WARNING: May be habit-forming) 


Acetylsalicylic Acid (Aspirin). . . 162.5 meng gr.) 


a carefully formulated 


Acetophenetidin.............. 162.5 mg. ( 
Hyoscine Hy drobromide............. 0.0011 mg: 
Hyoscyamine Hydrobromide.......... 0.0325 mg. 


when severe pain demands 
more potent measures... 


i} HASACODE’ 


i 
providing the actions of HasaMat plus codeine. 
‘ 


Available in two codeine strengths — gr. 
(HASACODE) and gr. (HASACODE “sTRONC’”). 
SUPPLIED, HASAMAL —hottles of 100, 500, and 


1000 tablets: HASAGODE and wasaAcopE 
bottles of 500 tablets. 


LES C. HASKELL & CO., 
RICHMOND VIRGINIA 
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The synergistic action of Deltamide w/Peni- 
cillin promotes faster patient recovery in pre- 
vention and control of infections secondary 
to influenza. In addition, Deltamide w/Peni- 
cillin produces effective and well-sustained 
blood levels. 


DELTAMIDE 


Deltamide w/Penicillin is available in two dosage forms—tablets 
and pleasant-tasting, chocolate-flavored suspension. 


Each tablet, or each teaspoonful (5 ce.), @ 


provides: : Average sulfa blood levels of seven 
Sulfamerazine............... 0.167 Gm. weight). Personal communication 
THE NEW Sulfamethazine.............. 0.056 Gm. les. 
Sulfacetamide............... 0.111 Gm. 
QUADRI-SULFA Potassium Penicillin G - 4 
250,000 units | 


TIME IN HOURS 


MIXTURES Tablets: Bottles of 36 and 100. 
Powder for Suspension: 60 cc. bottles to 
provide 2 oz. of suspension by the addition of 40 cc. of water. Deltamide and 
Deltamide w/Penicillin Suspensions are preferred because of extreme palatability. 


Each tablet, or each teaspoonful (5 cc.) of pleasant, chocolate-flavored 
suspension, provides: 


Sulfadiazine. ......... 0.167 Gm. Sulfamethazine....... 0.056 Gm. 
the new fourth dimension = sulfamerazine........ 0.167 Gm. Sulfacetamide........ 0.111 Gm. 


in sulfa therapy Tablets: Bottles of 100 and 1000. Suspension: Bottles of 4 oz. and 16 oz. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY ¢ CHICAGO 11, ILLINOIS 
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Yew 
Trcatment 


DEPRESSIVE- 
ANXIETY 
MOODS 


DRUG SPECIALTIES, inc, 


A Merth Cereline lIndustey gervieg South 
& 
WINSTON-SALEM, N.C 


A RECENT clinical study* on a 
group of 100 patients suffering 
from depressive and anxiety symp- 
toms and treated with Nicotal-G 
over a period of three weeks dis- 
closed favorable results. 


In addition to the relief afforded 
during the period of medication, a 
follow-up study showed improve- 
ment in 81% of 91 cases. 


Nicotal-G is available in grooved tablets con- 
taining nicotinic acid 100 mg. and phenobarbital 
8 mg., also as Nicotal-G Elixir containing the 
same dosage in each 5 cc. The medication is 
administered before meals according to a regu- 
lar dosage schedule covering three weeks at low 
cost to the patient. 


Nicotal-G is supplied in bottles of 100, 500 
and 1000 tablets; Nicotal-G Elixir, in pint and 
gallon bottles. Limited to prescription use and 
dispensing. Available at all drug-stores. 


Physicians are invited to try this new treat- 
ment for depressive-anxiety moods. Compli- 
mentary samples, dosage schedule, and scientific 
reprint will be mailed on request. 


*Thompson, lL. J. & Proctor, R. C., North Carolina Medical 
Journal, Sept., 1953. 


MAIL COUPON TODAY 
TEST NICOTAL-G YOURSELF 


DRUG SPECIALTIES, Inc. 
P. O. Box 830 
Winston-Salem, N. C. 


Kindly send me complimentary sample of 
Nicotal-G, also dosage schedule and scientific 
reprint. 
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10 


16 


1 Trigeminal nerve 


Splenius capitis muscle; 
abducens nerve 


3 Longissimus capitis 1 
muscle; intracranial 
ganglion of vagus nerve 1 
4 Occipital artery; 
styloid process 1 
5 Digastrie muscle; 1 
pharyngeal opening of 
auditory tube 1 
6 Sternocleidomastoid muscle; 
hypoglossal nerve 1 
7 Internal carotid artery 


and nerve; mucous glands ] 
of pharynx 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where Aureomycin may prove useful. 


8 Superior laryngeal nerve; 

palatine uvula 

Accessory nerve 

0 Pharyngeal branch of vagus 
nerve; epiglottis 

1 Arytenoid muscle; 
ventricular fold 

2 Vocal fold; vocalis muscle 

3 Cricoid cartilage; lateral 
cricoarytenoid muscle 

4 Sympathetic trunk; 

common carotid artery 

Middle cervical ganglion; 

esophagus 

Internal jugular vein; 

thyroid gland 


= 
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32 


7 Facial and acoustic nerves 


Glossopharyngeal nerve; 
sigmoid portion of 
transverse sinus 

Mastoid cells; internal 
jugular vein 

Otic ganglion; ascending 
pharyngeal artery 
Salpingopharyngeus muscle; 
nodose ganglion 
Levatorveli palatini 
muscle; vagus nerve 
Pharyngopalatinus muscle; 
superior laryngeal nerve 
Stylopharyngeus muscle; 
superior cervical ganglion 


5 Palatine tonsils 


26 Greater cornu of hyoid 
bone; thyrohyoid muscle 

27 Quadrangular membrane; 
sternothyroid muscle 

28 Thyroarytenoid muscle; 
thyroid cartilage 

29 Cricoid cartilage; 
superior thyroid 
artery and vein 

30 Thyroid gland (cut) ; 
superior cardiac nerve 

31 Trachea and tracheal 
cartilage; sympathetic 
trunk 

32 Inferior thyroid artery 
and vein; recurrent 
laryngeal nerve 
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CHLORTETRACYCLINE 


is effective in 


bacterial infections of the 


upper respiratory tract 
due to hemolytic streptococci 


and other organisms. 


Oratty: Capsules - Syrup - Drops 


PARENTERALLY: Solutions 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


Pearl River, New York 


*Trade Mark 
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virile 
strong 
lusty 


vigorous 


able 
forceful 


vital 


for an anabolic effect, as an aid in the management 
of the male climacteric or for any cause—the following 
androgen preparations offer you a dosage form best } 
suited to each indication, convenient to administer and \ 
well accepted by the individual patient: 


%* brand of testosterone propionate in 
SYNAN DROL sesame oil: 25 mg., 50 mg. and 100 mg./cc. 
in 10 cc. multiple-dose vials and in single-dose 
Steraject® disposable cartridges. 


* brand of testosterone in aqueous 
« suspension: 25 mg., 50 mg. and 


100 mg./cc. in 10 cc. vials. 


brand of methyltestosterone tablets, 
for oral use: 10 mg. and 25 mg., 


bottles of 25 and 100. 


%* brand of testosterone transmucosal 
SYN AN p RETS tablets, for absorption by the 
transmucosal route: 10 mg., bottles of 
25 and 100; 25 mg., bottles of 25. 


*#TRADEMARK 


PFIZER SYNTEX PRODUCTS 


PFIZER LABORATORIES Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 


33 
And when androgen therapy | 
py 
be for the complete restoration of a pre-pubertabeun aes 
pre-p much! 
SYNANDRO 
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IN ARTHRITIS 
three jumps ahead... 


massive 
salicylate 
dosage 


To obtain maximum results, 
high salicylate blood levels are re- 
quired. This means high oral dosage 
which can be attained, without 
excessive gastric disturbance, by using 
Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective 
combination with activated aluminum hydrox- 
ide and calcium carbonate. 


Salcedrox also contains a high dose of vitamin 
C, because it has been observed that rheu- 
matic and arthritic states show vitamin C de- 
ficiencies, and salicylate therapy has a 
tendency to intensify depletion of vitamin C. 


There is significant evidence that salicylates, 
through action on the hypothalamus, stimulate the 
pituitary, producing an ACTH- like effect on the 
adrenal cortex. * 


This new concept of salicylate action explains 
many of the clinical results obtained with 
salicylate therapy in the treatment of arthrit- 
ides and rheumatic afflictions—observed 
results that cannot be attributed to 
analgesic action alone. 


*Proceedings Soc. Exp. Bio. Med., 1952, 
v80, 51-55, G. Cronheim, et al. 


FORMULA 
Sodium Salicylate 5 gr. (0.3 Gm.) 
Aluminum Hydroxide Gel. 
dried 2 gr. (0.12 Gm.) 
Calcium Ascorbate .1 gr. (60 mg.) 


(equivalent to 50 mg. Ascorbic massengill 
Acid) 
Calcium Carbonate 1 gr. (60 mg.) 


BRISTOL, TENN. 


’ 
“professional SA L¢ | = 
literature 
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ins your 
a fresh response 


and a 


vigorous 


improvement 


Vitamin By2 PLUS Intrinsic Factor 


In Armatinic Activated, the hemopoi- 
etic factors activate and potentiate 
each other in their interrelated role 


COMPREHENSIVE 


Ferrous Sulfate, Exsiccated........ 200 mg 

Vitamin Biz Crystalline........... 10 meg. ANTIANEMIA 

Liver Fraction I] (N.F.) with IN A SINGLE 


Desiccated Duodenum 
(contains Intrinsic Factor)... .. 350 mg. 


CAPSULETTE 


Supplied in bottles of 100 and 1000. 


Also available: Armatinic Liquid, bottles of 
8 oz. and 16 oz. 


A THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY . CHICAGO 11, ILLINOIS 
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GYNERGEN-INJECTION 
a guide to proper therapy 


INJECT: 1 cc. (0.5 mg.) im. Ergotamine 
Tartrate (Gynergen N.N.R. 1950). 


RELIEP-: indicates headache is vascular 
(e.g., migraine). 


for relief of 


subsequent migraine attacks 


Gynergen® has been shown to be specific im relieving the 
throbbing, recurrent head-pain typical of vascular head- 
aches. The pain is due to dilatation of cranial arteries. 


- By reducing the amplitude of pulsation, 
Gynergen interrupts the pain-causing me- 
| 


chanism. 
+ Therefore, when the Gynergen-injection test 
is positive, Cafergot® tablets (Ergotamine 


Tartrate 1 mg. and caffeine 100 mg.) is an 
effective and convenient treatment for sub- 
sequent attacks. 


DOSAGE: 2 or 3 tablets by mouth at first 
EFFECT OF CAFERGOT ON COURSE OF ATTACK" symptoms (either at prodroma or onset of 

head pain). Additional tablets as indicated, 
= _ at % hour intervals (6 maximum). 


Supplied: Bottles of 20 and 100 tablets. 


=> “adapted from Wolff, H.G.: Headache and Other Head 
== Pain, Oxford University Press, New York, 1948. p. 268.) 


| 


Literature on Vascular Headaches, yours for the asking. 


__CAFERGOT VASCULAR HEADACHES 


Sandoz PHARMACEUTICALS 


DIVISION OF SANDOZ CHEMICAL WORKS. INC. 
HANOVER, N.J. * CHICAGO 2 * SAN FRANCISCOS 
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...@ “confused” old lady 


an extremely nervous man 


typical alcoholic” 


(Photographs and excerpts of case histories 


from the files of a general practitioner.) 
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Patient S. M. (80) was “plagued 
with nervousness, profound 
weakness, vertigo, and pain... 
add to this the untimely 
catastrophic death of a daughter.” 


‘Dexamyl’, initially 4 tablets, 

then 2 tablets daily, relieved 

“her nervous uncertainty, her 
depressive weariness, her 
melancholia, and her tearfulness . . 
also her vertigo. . . . ‘Dexamyl’ 
helped her to smile again.” 


Patient L. H. (51) “had positive 
tremors of the eyelids, tongue, 
fingers. lips and voice. . . . His 
complaints always centered about 
extreme nervousness, jitteriness, 
depression, and ‘all-gone weakness’. 


“*Dexamyl allayed inward tension... 


gave him a sensation of amelioration 
and comfort... . Yet, even in 

this intensely irritable patient, 

there were no side effects [from 
dosages] as high as 2 tablets every 

3 hours on several attacks. . . . 


“He is now able to work and 
support himself, which he was 
unable to do for several years.” 


Patient T. H. (62), although 
basically a fine individual, 

had become “‘a typical alcoholic’’. 
“His emotional balance became 
seriously disturbed and he would ery 


and exhibit depressive characteristics, 


with or without intoxication. 


“*Dexamyl’, 2 to 4 tablets daily, 
decreased his demand for liquor 
and gave him an increased sense 
of well-being. Emotional balance 
was more easily sustained; daily 
habits more normal. . . . Sleep, 
for the first time in years, 

was more tranquil.” 


* 


—relieves both anxiety and depression 


—promotes a feeling of composure 


Each tablet provides the synergistic action 

of two mood-ameliorating components: 
Dexedrine* Sulfate (dextro-amphetamine 
sulfate, S.K.F.), 5 mg.; amobarbital. 

% gr. (32 mg.). Each teaspoonful (5 ce.) of the 


elixir is equivalent to one tablet. 


Smith, Kline & French 
Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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Ferrous Sulfate U.S.P. 4.5 gre 
Thiamine Hydrochloride...................... 2 mg. 
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formulation Calcium Pantothenate........................ 0.33 mg. 
rich in iron, Molybdenum 0.2 mg. 
and folie acid 
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‘Each capsule contains: acetylsalicylic acid 

162 mg. (2% gr.), phenacetin 194 mg. (3 
gr.), phenobarbital 16.2 mg. (1% gr.), hyoscy- 
amine sulfate 0.031 mg., codeine phosphate 
16.2 mg. (% gr.) or 32.4 mg. (1% gr.). 


PHENAPHEN 
the basic non-narcotic formula 


PHENAPHEN No. 2 
with codeine phosphate “4 gr. . 


PHENAPHEN No. 3 
with codeine phosphate 2 gr. 


A. H. Robins Co., Inc.« richmond 
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when life situations” lead to 


CHRONIC EATIGUE 


(DONNATAL WITH B COMPLEX) TABLETS 


Yn 


provides anticholinergic blocking 
action, mild sedation, and high 
level B Complex vitamin intake 


Each tablet or each 5 cc. teaspoonful contains: 
Hyoscyamine sulfate 

Atropine sulfate 

Hyoscine hydrobromide . 

Phenobarbital gr.) 

Thiamine 

Riboflavin 

Nicotinamide 

Pantothenic acid 

Pyridoxine hydrochloride 


RICHMOND 20, VIRGINIA 
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“surgical dressings 
seborrheic dermatitis 


_ Neamycin was more effective for most skin | 
agents used in a series of 675 cases. 


Bacitracin has been widely favored for local treatment of. shin infections.* 
combination of both antibiotics extends the broad-spectrum activity 
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icsliways consider ERY FH ROCIM™ 


ORALLY EFFECTIVE 


against staphylococci, streptococci and pneumococci— 
especially indicated when patients are allergic to other 
antibiotics or when the organism is resistant. 


A DRUG OF CHOICE 


against staphylococci—because of the high incidence of 
staphylococci resistant to many other antibiotics. 


A DRUG OF CHOICE 


because it is less likely to alter normal intestinal flora than 
most other antibiotics; gastrointestinal disturbances rare; 
no serious side effects reported. 


USE ERYTHROCIN 


in pharyngitis, tonsillitis, otitis media, sinusitis, bronchitis, 
scarlet fever, pneumonia, erysipelas, pyoderma and certain 
cases of osteomyelitis. 


DOSAGE 


average adult dose is 200 mg. every four to six hours. Spe- 
cially-coated ERYTHROCIN (100 mg. and 200 mg.) tablets 


are available in bottles of 25 and 100, at 
all prescription pharmacies. Try ERYTHROCIN. Obbott 


Trade Mark ERYTHROMYCIN, ABBOTT CRYSTALLINE 
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See the chemical difference 


im this unique, amino nitrate 


CH,-CH,-0-NO,. 


METAMINE® is 
nitrate groups are nitrogen (amino)-linked, rather than 
carbon-linked. And Metamine has the smallest effective 
dose (2 mg.) of any long-acting cardiac nitrate for 


chemically unique, because its three 


prevention of angina pectoris-—with 


correspondingly 
few side effects. 


Theos. Leeming b Co.Ine. 155 East 447n Street, New York 17, N.Y. 
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Fewer attacks of angina pectoris, less 
evere attacks. or no further attacks are 
the benefits your patients may expect 
of routine preventive therapy with 
Meramine tablets." Milligram for milli- 
gam. METAMINE appears most efficient 
of all the new, long-acting coronary 
vasodilators.” Even during prolonged 
treatment, side effects are mild and in- 
frequent. Resistance and methemoglo- 
binemia have not been reported, nor 
is blood pressure altered. 


REFERENCES: 
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...and the clinical difference! 


for prevention of angina pectoris 


The beneficial actions of Merami E 
appear to affect the entire circulation,’ 
reducing the cardiac work-load and 
oxygen requirement to permit a life of 
useful activity for the anginal patient. 

Dosage to prevent angina pectoris: 
| tablet (2 mg.) after each meal, and 1 
to 2 tablets (2 to 4 mg.) at bedtime. Full 
preventive effect is usually attained 
after the third day. 

METAMINE is supplied in bottles of 
50 and 500 tablets. 


Triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. 


1. Palmer, J.J., and Ramsey, C.G.: Canadian M.A.]J., 

el 65:16, July, 1951; P. Dailheu- Geoffroy: La Clin- 
a ique, 46:27, May 1951. 

2. Melville, K.1., and Lu, F.C.: Canadian M.A.J., 

65:11, 1951. 

3. Pfeiffer, H.: Klin. Wochenschr., 28:304, 1950. 
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BUTAZOLIDIN relieves pain and improves function in the great majority 
of arthritic patients. Its broad therapeutic spectrum makes it valuable 
in virtually all the more serious forms of arthritis. Like other powerful 
antiarthritic agents, BUTAZOLIDIN should be prescribed according to 
a controlled regimen, based on careful selection of cases, judicious 
manipulation of dosage, and regular observation of the patient. To 
obtain optimal therapeutic results with minimal incidence of side re- 
actions, physicians are urged to send for the brochure “Essential Clini- 


cal Data on Butazolidin.” 


BUTAZOLIDIN® (brand of phenylbutazone) tablets of 100 mg. 
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Show your color slides...brilliantly...eastly 


with the Kodaslide Table Viewer, Model A... 


Now you can show your 2 x 2-inch slides—enlarged nearly five 
times—right at your desk, without fuss or bother—even in a 
fully lighted room. For example . . 3 


Show before-and- 
after records ... 


Complete line of Kodak 
Photographic Products for 
the Medical Profession in- 
cludes: cameras and pro- 
jectors—still and motion- 
picture; film—full-color 
and black-and-white (in- 
cluding infrared); papers; 
processing chemicals; mi- 
crofilming equipment and 
microfilm. 


Here is the ideal viewer for your consulta- 
tions, or for discussions, small teaching 
groups, editing. Handsome, durable con- 
struction. It gives you a large, clear, crisp, 
full-color image. Price $97.50. Also avail- 
able: Kodaslide Table Viewer, 4X. Price 
$37.50. (Prices are subject to change with- 
out notice.) 


For further information about the 
Kodaslide Table Viewer, Models A and 4X, 
see your Kodak dealer or write for literature. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Show gross specimens... Show photomicrographs .. + 
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@ Lactinex Tablets contain a standardized 
viable mixed culture of Lactobacilli acid- 
ophilus and bulgaricus with the naturally 
occurring metabolic enzymes that are pro- 
duced by these organisms. 

Lactinex Tablets are of definite value 
in reestablishing the normal physiology 
of the intestinal tract in gastrointestinal 
disturbances in infants and adults. 


Lactinex Tablets are highly effective 
in the treatment of uncomplicated diarrhea, 
including that due to antibiotic therapy. 

Dosage: Two to four tablets 3 or 4 times 
a day with at least one half glass of milk. 


Supplied in bottles of fifty tablets. 


TABLETS 
HYNSON, WESTCOTT & DUNNING, INC.,<*> Baltimore 1, Maryland 
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EPIDIDYMECTOMY AND ANTITUBER- 
CULOSIS DRUGS IN THE TREATMENT 
OF TUBERCULOUS EPIDIDYMITIS* 


By J. Roserr Rinker, M.D.+ 
Augusta, Georgia 


Have the antituberculosis drugs challenged 
the position of early epididymectomy as the 
treatment of choice in tuberculous epididy- 
mitis? 

Is medical treatment without surgery ever 
adequate in those patients in whom the epi- 
didymitis appears to have become inactive? 

Has the profession been sufficiently con- 
cerned with conservation of the testicles, that 
is, unnecessary loss of this organ by “technical- 
ly easy” orchidectomy versus the more diffi- 
cult and tedious epididymectomy? 

To answer these questions regarding the 
newer developments in drug therapy, the 
surgical specimens were studied with the clin- 
ical data in a series of twenty-seven patients 
who had been operated upon for tuberculous 
epididymitis. The patients were arbitrarily 
classified into two groups, the first consisting 
of nineteen patients who received from none 
to six months treatment before epididymec- 
tomy; those treated longer than six months 
are evaluated in a second group. Treatment 
regimens consisted of streptomycin, PAS 
(para-aminosalicylic acid) and INH (isoniazid) 
given alone or in various combinations. 

A decrease in activity of the lesion was 
usually noted soon after drug therapy was 
started. Drainage from sinuses tended to 
stop and local inflammatory reaction de- 
creased. This quiescent appearance should 
not be misinterpreted as a healed state. Re- 
activation of the epididymal lesion was a 


*Read in Section on Urology, Southern Medical Association, 
Forty-Seventh Annual Meeting, Atlanta, Georgia, October 
26-29, 1953. 


+Professor of Urology, Medical College of Georgia, Augusta, 
Consulting 
Georgia. 


Georgia, and 
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Urologist, Battey State Hospital, 


MARCH 1954 


Number 3 


common occurrence after drug therapy. In 
each of two patients a previously undiagnosed 
epididymitis appeared during treatment after 
eleven months of streptomycin and PAS in 
one patient, and two years in another. 

In the first group (patients who received 
drugs from none to six months), there were 
no cures and the surgical specimen in every 
case showed evidence of unhealed tubercu- 
losis. 

In the group of cight patients who received 
treatment for more than six months, one pa- 
tient, by a quirk of events, was indisputably 
cured. In this patient the epididymitis was 
proven to be tuberculous by acid-fast studies 
of the drainage from an active sinus before 
treatment. He received streptomycin and PAS 
for 126 days, ending January 8, 1952. On July 
1, 1952, an abscess of the epididymis drained 
spontaneously. Following this, the patient 
received INH = streptomycin for six 
months before surgery. The surgical speci- 
men (epididymis) was negative for tubercu- 
losis. I suggest that the mechanism of cure in 
this case was the draining sinus which allowed 
the diseased area to be amputated by nature 
and the area cleansed by drainage in conjunc- 
tion with the benefits obtained from the 
drugs. The site of active tuberculosis was ap- 
parently localized in one area of the epididy- 
mis in this patient. 

Another patient’s surgical specimen was 
negative after debatable but strong presump- 
tive evidence that it had been tuberculous. 
The right testicle was removed in 1949 
(draining sinus) and he received streptomycin 
for six weeks; pulmonary tuberculosis re- 
mained active. Epididymitis which was 
thought to be tuberculous appeared on the 
other side April 1, 1952. A specimen of blad- 
der urine was positive for acid-fast organisms 
at this time; urine from either kidney was 
negative. He received streptomycin and PAS 
for 190 days before the epididymectomy. 
This, of course, illustrates one difficulty in 
proving a cure to a pathologist's satisfaction 
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unless there is a record of proven tuberculosis 
as in the previous case. 

The remaining six patients had positive 
specimens after long treatment regimens as 
follows: 


(A) Streptomycin and PAS, 12 months. 

(B) Streptomycin and PAS, four months before 
epididymitis appeared, then INH and strepto- 
mycin for six months. 

(C) Streptomycin and PAS, total of seven months. 

(D) Streptomycin, 180 days, PAS, 33 months. Epi- 
didymitis appeared during the twentieth 
month of treatment. Orchidectomy had been 
performed on the other side for “testicular 
tumor” before admission. 

(E) Streptomycin and PAS, 90 days; streptomycin, 
PAS, and INH, 180 days. 

(F) Streptomycin and PAS, 270 days. 

In this series of 27 patients, comprising 


both recent and long standing lesions, we per- 
formed one orchidectomy because the testicle 
was entirely destroyed. The remaining 26 
patients were treated by epididymectomy and 
in some a diseased portion of the testicle was 
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removed with the epididymis. [ am in agree- 
ment with the statement made by Hinman,' 

“Rarely is castration required, although practiced 
ruthlessly by many. Only with extensive involvement 
of the testicles, which is rare, is castration necessary.” 

In observing the admissions to sanatoria one 
is impressed by the frequency with which tu- 
berculous epididymitis has been treated by 
orchidectomy but rarely by epididymectomy. 
Not infrequently the patient has had an orchi- 


Fic. 


Fic. Ic 


Figures la, 1b and Ic. Beginning an epididymectomy. The 
blood supply to the testicle is protected behind the surgeon’s 
finger to minimize injury during the operation. 
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dectomy on the side that the disease first ap- 
peared, but when the other side became in- 
volved, nothing was done. Has the profession 
been properly informed as to the indications 
and technic of epididymectomy? Years ago, 
Barney decried “promiscuous castration,” 
saying, 

“Surgeons, otherwise sound and conservative, re- 
move the testicle when the organ could be preserved 
to the patient.” 

Failure to apply definitive surgery to the 
epididymis apart from the testicle may some- 
times result from lack of a specific preopera- 
tive diagnosis, the enlarged epididymis being 
diagnosed as a scrotal tumor; the profession 
has been well schooled in the need of imme- 
diate surgery for testicular tumors. In some 
cases Hertzler’s statement about operations 
might apply, 

“A surgical procedure that is technically difficult, 
no matter how superior, will have a hard time get- 
ting on when there is a simpler procedure that will 
satisfy the patient.” 

When the blood supply to the testicle is 
frozen in the epididymal mass, it may be tedi- 
ous and difficult to remove the epididymis 
without damage to the testicular artery. 
Damage to the blood supply during epi- 
didymectomy may leave no other alternative 
but orchidectomy. Acquiring a definite tech- 
nic will help to minimize the surgical diffi- 
culties (Fig. 1). (The writer makes no claim 
of originality for technic illustrated.)* 

That epididymectomy is indicated in those 
patients in whom the tuberculous epididy- 
mitis appears to have become quiescent is 
supported by both clinical and pathological 
studies. Study of the surgical specimens of 
such patients indicates that the tuberculosis 
is not healed. The probability of local re- 
activation is not the only consideration. In 
the surgical treatment of tuberculosis, one 
must remember that cure of the disease ulti- 
mately rests on the ability of the body to 
overcome the forces of the disease. Surgical 
extirpation of a localized manifestation of the 
disease does not alone result in cure since tu- 
berculosis is a systemic disease involving body 
resistance, immune reactions, and so on. As 
we combine the medical and surgical treat- 
ment of tuberculosis we see increasing sup- 
port of the following basic concept: ultimate 


*Motion picture shown at meeting of Southern Medical 
Association, Atlanta, Georgia, October 28, 1953. 
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cure of the disease depends on the ability of 
the body to heal all tuberculous lesions. The 
smaller the total lesion (sum of all lesions) 
the better chance the body has of healing it. 
By the same token, if you can cut down the 
size of the total lesion by removing all pos- 
sible diseased areas, you improve the chances 
of the body’s ability to heal the remaining 
smaller lesion. Due to tissue resistance and 
special characteristics, there is a variation in 
the ability of different tissues to heal tubercu- 
losis; the epididymis apparently does not heal 
readily. Removal of the indolent lesions or 
those in tissues which do not heal readily 
favorably affects the healing equation. Since 
the epididymis is easily accessible and with- 
out function referable to the patient’s health, 
it should be removed early, not only to pre- 
vent involvement of the testicle but for his 
general, as well as local, benefit. When one 
has observed men “rock along” without im- 
proving for months, then, immediately after 
epididymectomy, gain 20 or more pounds in 
weight, feel better, and experience improve- 
ment in their remaining lesions (particularly 
chest), little doubt remains as to the justifica- 
tion for this concept of treatment. It also 
finds support in its application in bilateral 
renal tuberculosis. When the disease is ad- 
vanced in one kidney it is good treatment at 
present to remove the more diseased kidney 
and try to heal the better remaining kidney 
by drugs. An occasional case may be suit- 
able for resection of the tuberculous lesion in 
the kidney in conjunction with drug therapy.? 
The antituberculosis drugs have been disap- 
pointing and less effective in treatment of the 
tuberculous epididymis than in some of the 
other tissues of the body. Their use is def- 
initely indicated, however, in combination 
with surgery of the epididymis for their sys- 
temic effect, aid in reducing complications 
relative to wound healing, and reduction of 
spread of the disease. 


CONCLUSIONS 


Studies of the surgical specimens from 
27 patients operated upon for tuberculous 
epididymitis indicate that streptomycin and 
the antituberculosis drugs are ineffective in 
curing tuberculosis in that structure. 

Early epididymectomy combined with drug 
therapy is the treatment of choice. 


Epididymides which appear to have become 


5 
4 
d 
| 


196 SOUTHERN MEDICAL JOURNAL 


quiescent should be removed for the systemic, 
as well as local, benefit of the patient. 


Studies of the pathological sections were reported 
by Dr. Edgar R. Pund, Medical College of Georgia, 
and Dr. Ingrid Stergus, Battey State Hospital. Draw- 
ings by Mr. O. A. Parks and motion picture by Mr. 
Jack Wood of the Department of Medical Hlustration. 
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DISCUSSION (Abstract) 


Dr. James Kimbrough, Washington, D. C.—A few 
vears ago, it was advocated that in tuberculosis of 
the epididvmis of one side, as the epididymectomy 
was done, the other epididymis should be removed 
because it became infected in many cases. 


1 wonder whether that is still done. We have also 
had a great deal of argument regarding the handling 
of the vas after epididymectomy. Sometimes it is 
pulled out through the incision in the groin. Does 
Dr. Rinker think antibiotics have made these exten- 
sions of surgery unnecessary? 


Dr. Robert Sharp, New Orleans, La.—1 wonder 
which of the antibiotics Dr. Rinker prefers in the 
treatment of genito-urinarv tuberculosis in’ general, 
not necessarily just the epididymis. 


Dr. James Semans, Atlanta, Ga—Attention should 
be called to the very careful studies carried out in 
the Veterans Administration, under the supervision 
of Dr. John K. Lattimer, on genito-urinary tubercu 
losis, based on these studies. The final results of 
these are still forthcoming. 


Dr. Rinker ‘closing)—As to ligation of the vas 
detrens on the other side, am strong believer 
in Medler’s work. As vou know, Medler believes that 
secondary tuberculosis is the result of a generalized 
bilateral spread involving other organs in addition 
to the one in which the disease is presently manifest. 
That would mean that the infection is also present in 
other organs. The reason why tuberculous epididy- 
mitis of one side seems to be followed frequently by 
the other side is that the process was a little further 
advanced on one side than on the other. The chances 
are that the damage has already been done by the 
time vou ligate the vas on the one side. 


I have not ligated one in recent vears and I cannot 
see that it has made any difference. I do not have 
too much confidence in the ability of the drugs to 
keep down tuberculosis in the epididymis, as you have 
noted in my paper. Two of our patients developed 
epididymitis after they had been on drugs a_ long 
time, and reactivation of lesions which had apparently 
become quiescent is a rather frequent occurrence. 


As to bringing the vas out to the skin, I do not do 
that either and I have not had anv abscesses. As you 
know, if vou have done many of these operations, 
usually the disease in the vas deferens is external to 
the inguinal ring and you can usually pull the vas 
down bevond the ring and get into healthy tissue. 
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This may not be possible in all of them. 


About the most effective medical treatment: L do 
not think we have seen a large enough group treated 
with INH, as yet, to have firm convictions. For the 
present I believe I should play safe and use all the 
drugs, but certainly I should not give either strepto 
mycin or INH without PAS, because of the resistance 
factor. 

Epididymectomy tuberculosis can be a “tough” 
operation. 


THE EFFECT OF PREGNANCY ON THE 
CLINICAL COURSE 
OF MALIGNANT MELANOMA* 


By BENJAMIN F. Byrp, M.D. 
and 
W. J. McGanrry, M.D. 
Nashville, Tennessee 


The field of study encompassing the inter- 
relation of hormones and neoplasm has only 
during the past few years been brought to 
the attention of the physician in private prac- 
tice. Certainly all of the clinical reflections 
of changes in endocrine balance and the ef- 
fect of these changes on malignancies of vari- 
ous types have not been established nor have 
those which are believed to exist been made a 
matter of common knowledge. During the 
past lew years the role of testosterone in the 
palliation of advanced carcinoma of the breast 
and similarly of stilbestrol in advanced pros- 
tatic carcinoma has been widely recognized, 
and these preparations have been employed 
in cases of such tumors. Yet beyond the rel- 
ative age incidence of occurrence of certain 
types of malignant growths and the rather 
general fact that malignant neoplasms in the 
younger age groups are “more malignant” 
and are associated with a poorer five-year sur- 
vival rate, little is known of the etfect of 
maturing endocrine systems and the changes 
concurrent with normal maturation of the 
human organism on malignancies and the 
characteristics of cancer growth and spread. 

Malignant melanoma is apparently a_hor- 
mone sensitive tumor. This has been dem- 
onstrated in the laboratory with mouse mela- 
noma. The spread of this particular malig- 


*Read in Section on Surgery, Southern Medical Association, 
Forty-Seventh Annual Meeting, Atlanta, Georgia, October 
26-29, 1953. 

*From the Tumor Clinic of the Nashville General Hospital 
and the Departments of Surgery and of Obstetrics and Gyn- 
ecology of the Vanderbilt University School of Medicine. 
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nancy is accelerated by the administration of 
testosterone to the mouse host. sig- 
nificant than this is the clinical evidence of 
this hormone sensitivity and this is twofold. 

The first evidence of hormone sensitivity 
lies in the fact that there are two great classes 
of malignant melanoma: in the one instance, 
those occurring in the prepuberty period; and, 
secondly, those occurring after the signs of 
sexual maturation have started to appear. ‘The 
prepuberty melanoma indistinguishable 
either on clinical or microscopic examination 
from the melanoma of the sexually mature 
individual. However, the prepuberty mela- 
noma rarely, if ever, metastasizes to lymph 
node or viscera. In a series of some 1,050 
patients having malignant melanoma, Pack 
and Schnargel* did not find a single instance 
of such a metastasis, nor were they able per- 
sonally to confirm any reported instance in 
which such metastasis had been said to have 
taken place. In view of this fact, then malig- 
nant melanoma under the influence of some 
hormonal change taking place in association 
with sexual maturation goes through a change 
which manifests itself by converting a benign 


Fic. 1, Case 


Lesion in the suprasternal notch prior to excision. 
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into a malignant tumor. ‘This. is indeed 


strange but there is a possible explanation 
available to us which will be discussed later. 

The second clinical evidence of the hor- 
mone sensitive character of malignant mela- 
noma lies in the change which nevi and mela- 
nomata undergo during pregnancy. We have 
seen during the past year two cases which 
are in point. 

Case 1--A $4-vear-old white woman was admitted 
to the Surgical Service of the Nashville General Hos- 
pital on February 11, 1953. At the time of admission 
she was found to have a 3 x 2 cm. raised pigmented 
lesion in her suprasternal notch. ‘This was not fixed 
to the underlying fascia, but there was no clear line 
of demarcation and there was a minimal amount of 
inflammatory reaction at the periphery of the lesion. 
She had no palpable cervical or axillary nodes and ex- 
amination of her chest by x-ray was not remarkable. 

This lesion had first been noted by the patient 
some nine years prior to admission, during the first 
five pregnancies. At that time the growth was about 
the size of a “match head.” The lesion enlarged 
during the first pregnancy but receded somewhat in 
size after delivery. During the subsequent nine years 
the patient went through four other pregnancies and 
on each occasion had gradual enlargement of the 
lesion with associated redness and itching. However, 
after each delivery the lesion resolved somewhat, al- 
though never returning to its original size. Her last 
pregnancy terminated one year before admission. She 
consulted her private physician because of headaches, 
and he advised her to have this lesion removed. 

The lesion was excised widely and a split thickness 
graft applied (Figs. J and 2). On microscopic examina- 


Fic. 2, Case | 


After surgical removal. Showing width of excision with split 
thickness graft covering the defect. 
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tion the lesion proved to be a malignant melanoma 
and apparently all of the primary tumor was removed 
(Fig. 3). Her postoperative course was uneventful and 
she was discharged after seven days. 

This patient is now eight months postoperative and 
is apparently free of recurrence. 


Case 2.—This 25-vear-old white woman was = ad- 


mitted to the Tumor Clinic of the Nashville General 
Hospital on January 27, 1953. Three vears before 
admission she had noted a change in size of a mole 
on her left thigh. She had this lesion excised locally 
and it proved to be a malignant melanoma. At that 
time she was in the second trimester of her fourth 
pregnancy. Three months before admission she noted 
for the first time a mass in her left inguinal region. 
This was excised and proved to be melanoma meta- 
static to the inguinal nodes. Within six weeks she 
developed evidence of metastatic tumor to her scalp 
and this was confirmed by biopsy. At that time she 
was in the early part of the second trimester of her 
fifth pregnancy. Her condition began to deteriorate 
quite rapidly and at admission she had widespread 
cutaneous and visceral metastases. 

Because of the established fact that malignant 
melanoma may implant in the placenta and in some 
instances metastasize to the infant across the placenta,’ 
and in view of the rapidly deteriorating condition of 
the mother, it was felt that, as soon as the fetus had 
a reasonable chance of survival, labor should be in- 
duced. This was done on March 9, 1953, and a four- 
pound, three ounce male infant was delivered. The 
child was apparently viable at the time of delivery 


Fic. 3, Case 


Photomicrograph of lesion showing invasion of surrounding 
tissue by melanoma. 
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but expired after 24 hours. [The placenta showed ex- 
tensive involvement by the melanoma (Fig. 4) but 
there was no pigment deposition, Autopsy examination 
of the infant revealed no evidence of metastasis. 


The postpartum course of the mother was rathet 
uneventful. She did not show anv evidence of resolu- 
tion of her metastases. She was discharged on her 
sixth postpartum day. She returned to her home and 
died after three weeks. 

These are two instances in which definite 
change has taken place in a malignant mela- 
noma with subsequent pregnancies, and in 
each instance between these pregnancies there 
have been latent periods with quiescence or 
recession of the tumor. That there is a re- 
lation between pigment deposition and both 
sexual maturation and pregnancy is a_ fact 
well known to us all, but until quite recently 
the further fact that these increases in pig- 
mentation are also in association with exacer- 
bation of tumors arising from melanoblasts 
has not been pointed out. Pack? reported a 
series of 39 patients having some relation be- 
tween ‘the occurrence of a malignant mela- 
noma and pregnancy. It seems from our 
Case 2 and from a portion of his series that 
the effect of hormones lies in an initiation 


Fic. 4, Case 2 


Photomicrograph of placenta showing involvement by mela- 
noma implant. 
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of growth, but that the continuation of the 
progress is not dependent on a continuation 
of the initiating hormonal stimulus. The ter- 
mination of pregnancy, then, does not halt 
the spread or delay the course of the invading 
neoplasm. Case 1 does show a recrudescence 
of the melanoma with successive pregnancies 
and recession during the interim. While the 
tumor was obviously malignant as seen under 
the microscope, there was no evidence of re- 
gional or distant metastases at the time of 
operation some nine years after the initial 
pregnancy. Case 2 shows a conversion of a 
nevus which we must presume was junctional 
into a malignant melanoma during the second 
trimester of pregnancy. This was treated with 
adequate local excision and then lay quiescent 
until reactivated during a subsequent preg- 
nancy. This patient went on to a fatal 
terminus in spite of interruption of the preg- 
nancy some three weeks prior to the expected 
date of confinement. We must accept from 
this evidence that pregnancy is a stimulating 
factor in the development and growth of ma- 
lignant melanoma. In certain instances this 
stimulation may not result in an irreversible 
acceleration of growth. 

The therapy of malignant melanoma in its 
advanced stages by bilateral adrenalectomy 
has been a failure. This has been attempted 
by several persons and the results have been 
uniformly bad. Seemingly the tumor growth 
has been accelerated by this removal of the 
adrenals in the opinion of one observer.* This 
might have been anticipated since there are 
characteristic pigment changes which follow 
either surgical extirpation or destruction by 
disease of the adrenal glands, as in Addison's 
disease. This pigment change is similar to 
that produced by pregnancy or long continued 
administration of adrenocorticotropic —hor- 
mone (ACTH). These observations have led 
us to wonder whether in some fashion the 
increase in ACTH in the circulating blood 
may be an important factor in the stimulation 
of melanoblastic activity. The placenta has 
been shown to be an organ of formation for 
ACTH and removal of the adrenals results 
in a marked increase in blood levels of ACTH. 
If these things are true, then it may be that 
the palliative procedure of choice for malig- 
nant melanoma will be hypophysectomy as 
performed by Olivecrona and Luft.5 We are 
at present studying this matter in the labora- 
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tories of the Vanderbilt University School of 
Medicine. Certainly the salvage rate in the 
presence of far advanced malignant mela- 
noma is zero, and there is little to be lost 
in clinical trial. 

CONCLUSIONS 


As a result of the facts we have enumerated 
and discussed briefly there are certain obser- 
vations that should be made concerning ma- 
lignant melanoma and its relation to preg- 
nancy. 

(1) Moles in pregnant women must be 
carefully watched and those which are sub- 
ject to irritation must be removed at the 
earliest possible moment. 

(2) All such removals should be accom- 
plished in such a fashion as to permit micro- 
scopic examination without depending upon 
the so-called “critical eye” of the operator, 
but rather that of the microscopist. 

(3) All such removals must include a lib- 
eral margin of adjacent tissue to insure ade- 
quate local and initial removal of the lesion, 
for these tumors are notorious for local re- 
currence. 

(4) Should a malignant melanoma be 
found, appropriate local and regional node 
dissection should be carried out immediately 
and without regard to the state of the co- 
existing pregnancy. 

(5) The young woman who has had a ma- 
lignant melanoma should be advised of the 
grave risk of pregnancy in that it may pro- 
duce recrudescence of her tumor and appre- 
ciably shorten her life span. This risk is felt 
by us to be great enough to justify surgical 
sterilization in those women who are amen- 
able to terminating their child bearing career. 

(6) Castration has no value in the therapy 
or prevention of this neoplasm. 

(7) Termination of pregnancy before ap- 
parent spread has taken place may prevent or 
delay such spread. Once the trigger has been 
pulled and metastases are present there seems 
to be little value in premature interruption 
of pregnancy. 
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DISCUSSION (Abstract) 


Dr. W. OF. Martin, Charlotte, N. C.—Dr. Byrd, have 
you bad any experience in treating these cases with 
antirabies serum? IT should like to cite the case of a 
little girl relative, who had before puberty a malig 
nant melanoma, which concerned me = greatly, until 
1 had further information about the condition. 
Complete removal did not worry me so much with this 
data 

I understand that Dr. Peck feels that in removing 
a malignant melanoma, the surgeon operating, has not 
done a good job if the incision can be closed without 
skin graft. 

You have brought out one interesting fact to me, 
in discussing the case of the female patient who had 
this malignant nevus in the midline of the neck, and 
went through four consecutive pregnancies. TL believe 
we surgeons in Charlotte would have removed the 
condition before permitting her to go through the 
pregnancies. 

I have had, in my own practice, around fifteen of 
these malignant melanomas, and to me they are the 
most vicious types of cancer. 


I have done popliteal resections with inguinal re- 
sections for melanoma of the toe, even to the extent 
of amputation of the leg. The patient died 14 months 
later with metastasis to the brain. 


I have two cases that are living four years since 
operation. One of them is a child, operated upon when 
he was 19 vears old and the other a voung lady, when 
about 20 vears old. One was from the posterior por 
tion of the leg, and the other was amputation of the 
toe, 

I do not believe we would accomplish anything by 
amputating the thigh like some men in years gone 
by have advocated. 


\ malignant melanoma metastasizes as we all know, 
through the lymphatic system and blood stream, so 
we are deteated before we start. However, what are 
we going to do? We have to keep operating and keep 
trving because sometimes we might get one perhaps 
in one hundred or five hundred that we can get to 
before metastasis takes place, so I do feel, the 
present time, the only treatment that is of any value 
whatsoever is surgery. 


Dr. Byrd (closing}—Dyr. Fred Coller once said he 
had operated on about 90 persons with postoperative 
common duct stricture and never mentioned it be- 
cause he was afraid someone would think he knew 
something about it and send him another such case. 
I think that is about the situation with melanoma. 


The treatment is not as satisfactory as we might 
hope. We have not used any antirabies serum, Dr. 
Martin, and I am inclined to agree with you that it 
is unfortunate the lady was not in Charlotte. Her de- 
liveries were in a community outside of Nashville, and 
she called the lesion to the attention of her physician 
only after eight of the almost nine years had_ passed. 
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NONRACHITIC BOWING OF THE 
TIBIA* 


By Ropert Stemprer, M.D. 
Nashville, Tennessee 


It is gratifying to those of us in pediatrics 
that with the advent of adequate antirachitic 
prophylaxis the incidence of clinical and bio- 
chemical rickets has become exceedingly low. 
In spite of this, however, the bowleg de- 
formity is not an unusual finding. 

Our purpose in presenting this material is 
twofold. First of all, we should like to show 
a series of cases of bowleg which do not 
represent biochemical or roentgenographic 
rickets. Some of these have been classified as 
Blount’s disease and others as nonrachitic 
bowing. We should also like to present evi- 
dence that both of these types of bowing are 
likely to undergo spontancous regression. 


Secondly, we wish to suggest that a broader 
and more comprehensive definition would 
tend to clarify some of the confusion concern- 
ing this condition. 

The normal newborn has a rather marked 
degree of bowing involving both femora and 
tibiac. Some of this may be due to fetal po- 
sition but the condition is seldom noticeable 
because of the abundance of baby fat. The 
bowing tends to regress within about 12 
months, when the child begins to walk. Later, 
knock-knees may develop which may last sev- 
eral years, or even persist into adult lite (Figs. 
and 2). 

The terms “tibia vara” and ‘“osteochondro- 
sis detormans tibiae” were created by Blount’ 
in 1937, to describe a definite clinical entity 
which is thought by many to be an exaggera- 
tion of normal physiologic bowing.'*+® The 
condition is characterized by a beak-like pro- 
tuberance of the medial tibial condyle, and 
though the anatomic evidence is limited, the 
tibial condyles have been found to contain 
islands of cartilage somewhat reminiscent of 
those described by Perthes in coxa plana; 
hence the term osteochondrosis. Faulty 
growth of the upper tibial epiphyseal carti- 
lage with retarded ossification of the me- 
dial portion is thought to be responsible for 


*Read in Section on Orthopedic and Traumatic Surgery, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 

*From the Department of Pediatrics, Vanderbilt University 
School of Medicine, Nashville, Tennessee. 
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a wedge-shaped deformity of the epiphysis. 
The epiphyseal line is often irregular and 
there is cortical thickening, medially, along 
the shalt of the tibia. Clinically, the bowing 
is one of angulation with the apex of the 
deformity just below the knee, though the 
tibial shaft itself is perfectly straight. In- 
ternal rotation of the femur with pronation 
of the feet is a constant finding and the bow- 
ing may be augmented by secondary changes 
in the medial femoral condyle. Blount’s dis- 
ease, osteochondrosis deformans tibiae, and 
tibia vara are synonymous terms but the di- 
agnosis should be made only in the presence 
of aseptic necrosis of the medial tibial condyle, 
associated with bowing which is nonrachitic. 

It is our belief, however, that as a variant 
of normal physiologic bowing, this type of 
bowing also might be expected to undergo 
spontaneous regression and that, for the sake 
ol simplicity, it would be best classified with 
the physiologic deformity. 

Still another type of nonrachitic bowing 
was described by Caffey® and called “prenatal 
bowing.” This is a bending and thickening 
of the tubular bones with multiple cutaneous 
dimpling in the arms and legs, thought to be 
the result of mechanical stresses in utero. It 
is apparent at birth and tends to regress 
spontaneously belore two years. 

Over the past four and one-half years a 
total of 24 cases of nonrachitic bowing of the 
legs has been seen in the Vanderbilt Univer- 
sity Hospital Pediatric Outpatient Depart- 
ment. In each case the diagnosis was estab- 
lished on the basis of history, physical exami- 
nation, roentgenographs of the lower ex- 
tremities, and in most cases, blood chemistry 
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determinations. When possible, photographs 
of the legs were obtained for future com- 
parison (Table 1). 

In these 24 cases it was found that the sex 
incidence was almost evenly divided, for there 
were 11 females and 13 males in the series. 
Histories revealed that of the 24 cases, 20 
had received adequate amounts of vitamin D 
in the past, while four gave a history of 
questionably inadequate intake. A_ familial 
tendency to bowleg was noted in three cases 
and two of these were siblings, both in the 
study. In only one case was there a history 
of pain at the knees, apparently associated 
with laxity of these joints, and in none of 
these cases was there a history of trauma 
thought to be associated with the onset of 
the deformity. Weight does not seem to be 
a significant factor in the series, for only 
four of the 24 cases were clinically over- 
weight when first seen. None was clinically 
underweight, and no significant deviations 
were noted in the weight at birth or at the 
onset of the deformity. X-rays of the legs 


PWENTY-FOUR CASES OF NONRACHITIC BOWING 


Cases 

Sex incidence 

Male 13 

Female 
Familial tendency 3 
Adequate vitamin D intake 20 
Overweight 4 
X-rays 

Blount’s disease 9 

Nonrachitic bowing 14 
Stigmata of rickets 0 
Nutritional state good 24 
Blood chemical findings normal 18 


NONRACHITIC BOWING VS. RICKETS 


Nonrachitic Bowing 
(Physiologic Bowing) 
6-12. Months 
Excellent 
Adequate 


Age at onset (first noted) 
General health 

Dietary history 

Site 


Regional or local; often asymmetrical 


Rickets 
1-24 months 
Poor with constitutional symptoms 
Poor 
Generalized, symmetrical 


X-rav Findings 


Metaphysis 


Cibial shaft Normal density, straight 


Medial ‘“‘beak"’ with tibial angulation 


Widened and flared; poor calcification 
Poor calcification; actual bending 
Broadened; symmetrical but mottled 


Blood Chemistries 


Epiphysis Wedging 

Serum calcium Normal 9-11 per cent 
Serum phosphorus Normal 4-6.5 per cent 
Serum alkaline phosphatase Normal 5-145 B. uni 


ts 


Normal or decreased 
Decreased 
Increased 


TABLE 2 
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were made in all cases but one, and here the 
blood chemical determinations were within 
normal limits. Nine of the 24 cases were 
diagnosed Blount’s disease by the radiologist 
and the remainder as nonrachitic bowing of 
the tibiae. In no case was there a suggestion 
of rickets, roentgenographically, and in none 


Fic. 1 


Nonrachitic bowing at the peak of deformity. The boy 
(left) at twenty-seven) months of age in the fourteenth 
month of bowing. The girl (right) at fourteen months in 
the ninth month of her deformity. Thev are not siblings. 
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ot the cases were other stigmata apparent clin- 
ically. In no case was the nutritional state 
said to be poor. Blood chemical determina- 


Fic. 2 


[he bos shown in Figure / some tive years later, hav- 
ing received no treatment following the first) photo- 
graph. 


Fic. 3 


Nonrachitic bowing in the absence of apparent aseptic necrosis at the medial condyle (left). The bowing had not yet 
reached its peak. The films two and one-half years later (right) when patient was clinically knock-kneed, after having 


received no treatment. 
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tions were obtained in 13 of the 24 cases 
and were all within normal limits (Table 2). 


In differentiating nonrachitic bowing from 
rickets it is noted that the two conditions 
may occur during approximately the same 


iypical nonrachitic bowing in a boy of two vears. 


Fic. 5 


Film of the child shown in Figure 4 made the same date. 
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age period. The general health is ordinarily 
good in the former, whereas in rickets it is 
characteristically poor, with associated con- 
stitutional symptoms. The dietary history is 
generally adequate in nonrachitic bowing. It 
is a regional or local condition involving the 
tibiae and perhaps the femurs and may not 
be symmetrical. Rickets, on the other hand, 
is a more or less generalized disease process, 
with symmetrical osseous involvement. 

X-ray findings reveal that in the nonrachitic 
deformity there is the characteristic medial 
“beak” of the metaphysis, with angulation of 
the tibia. In rickets the metaphysis is widened 
and flared with poor calcification and the 
characteristic metaphyseal trabeculations. In 
nonrachitic bowing the tibial shaft itself is 
straight and of normal density, while in 
rickets there is poor calcification and actual 
bending of the shaft. The epiphysis in non- 
rachitic bowing is usually wedged, with de- 
layed calcification, medially; while in rickets 
it is broadened, though symmetrical, and has 
a somewhat mottled appearance (Fig. 3). 


Fic. 6 


Photograph of the child seen in Figures 4 and 5 about 
four years later. He was treated with a Dennis-Browne 
splint for one month in the second year of his bowing, 
while the deformity was of four years duration. 
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The serum calcium determinations are said 
to be within normal limits if they fall be- 
tween nine and Il mg. per cent; serum phos- 
phorus between 4 and 6.5 mg. per cent; and 
serum alkaline phosphatase between 5 and 
14.5 Bodanski units. While the serum calcium 
in rickets is usually normal, the serum phos- 
phorus is uniformly decreased and the alka- 
line phosphatase increased, 

Although these determinations were not 
made in all cases in this study, their value 
should not be underestimated in the differ- 
ential diagnosis of rickets. Biochemical 
changes characteristically occur before roent- 
genographic changes and the serum alkaline 
phosphatase remains elevated long after the 
healing of bone lesions has begun.‘ 

Ot the 24 cases, 12 were followed through- 
out the course of their disease. In two of the 
remaining 12, tollow-up studies were un- 
obtainable and the other 10 were diagnosed 
within the past 24 months (Table 3). 


Ol the 12 cases in which lollow-up studies 
were possible, complete regression occurred 
in all. The average age of onset was 11 
months in otherwise normal children. In 
nine of the cases, bowing was first noted at 
the onset of walking, while in three the bow- 
ing was noticed before six months. Of these 
12 cases tollowed to complete regression, five 
were followed in the Orthopedic Clinic where 
they were treated with orthopedic appliances. 
In all of these cases the period of treatment 
was short and, with one exception, the ap- 
pliances were abandoned at the peak of the 
deformity. Three of these patients were put 
on increased vitamin D dosage in spite of 
the absence of biochemical and roentgeno- 
graphic rickets. The remaining seven cases 
were untreated. 


IWEEVE CASES OF NONRACHITIC BOWING 
FOLLOWED 
Cases 
Age of onset (average age months) 
Noted at walking 9 
Noted before 6 months 8 
Lreated by Orthopedic Clinic 
lotal 5 
Increased vitamin D 5 
Appliances abandoned 4 
Cases untreated 7 
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The over-all average duration of bowing 
in both the treated and untreated cases was 
found to be two years and three months. The 
case of longest duration was four and a hall 
years, while the shortest was nine months. 
Four of these cases had originally been diag- 
nosed Blount’s disease. The cases followed 
were said to have reached complete regression 
when the roentgenographic findings had been 
reversed, or when photographs of the lower 
extremities showed either knock-knees or a 
satisfactory cosmetic appearance. In two cases 
complete regression was a clinical observa- 
tion only (Figs. 4, 5 and 6). 

We have shown a small series of cases of 
nonrachitic bowing of the tibiae which have 
undergone spontaneous regression and are 
thought to represent an exaggerated form of 
physiologic bowleg. The factors which might 
be responsible for such an exaggeration are 
unknown, but might conceivably be weight at 
the onset of walking,’ lying prone or sitting 
with the legs internally rotated,” (residual or 
fetal attitude), or straddling. The constant 
use of bulky diapers might, we suggest, tend 
to produce “jockey legs.” 

It is well understood that many would 
recommend corrective osteotomy, but we be- 
lieve that the evidence presented favors con- 
servatism. We feel that as a variant of 
normal growth and development, given the 
opportunity, most of the cases falling into 
this category would regress spontaneously. 

It is our hope that the objective discussion 
to follow will assist us in the crystallization of 
our ideas concerning the confusing nomencla- 
ture used to describe this condition. 
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DISCUSSION (Abstract) 


Dr. J. Hiram Kite, Atlanta, Ga—-Vhe more the 
pediatricians and those of us interested in children’s 
orthopedics work together, the better able we will 
be to solve many of our mutual problems. 

Recent studies of bowlegs has caused us to revise 
our thoughts on this condition. Years ago all bow- 
legged children were said to have rickets. When the 
clinical signs of rickets were few, and the x-rays 
showed no signs of rickets, we held to the diagnosis 
of rickets, thinking that we were seeing the case at a 
time when the rickets had healed. For several years 
I have been making photographs of the way babies 
sleep and children sit. I believe faulty posture is 
responsible for many of the deformities of the legs. 

When a large number of bowlegged children are 
studied we find several distinct patterns of deform- 
ities. I believe that we should subdivide these cases 
and give cach group a name, and not group them 
under the term “nonrachitic,” if the bowing has 
nothing to do with rickets. In fact, it is very difficult 
to find a case of bowlegs which is due to rickets. 

‘There are at least a half dozen conditions which 
will give bowing of the legs in children. To mention 
the rare ones first, a fracture may injure the 
epiphyseal line on one side and stop the growth, and 
cause an angulation of the epiphyseal line and bow- 
ing of the leg. Osteomyelitis will do the same. ‘These 
two conditions occur in somewhat older patients. 

Vitamin D resistant rickets is rare and is seen in 
somewhat older children. These are dwarfs who pre- 
sent the picture of rickets but they do not respond 
to treatment unless very large doses of vitamin D_ is 
given. Some of these present the most severe bowleg 
deformities seen, and they make up a group entirely 
separate from infantile rickets. 

Any large series of bowlegs will show a few cases 
of prenatal bowing as described by Caffey. These 
cases show bowing at birth. The x-rays show bowing 
in the lower part of the shaft, and are quite different 
trom the other cases of bowing. 

Blount’s tibia vara or osteochondrosis deformans 
tibiae has been mentioned. These cases are few and 
offer no great problem in differential diagnosis. These 
five conditions are rare. 

The common variety of bowlegs. which runs into 
hundreds of cases in our clinic, are referred to as 
“medial torsion of the legs.” These we have divided 
into: (1) congenital and (2) acquired. The congenital 
form of medial torsion of the legs has been described 
by Nachlas. These children are bowlegged and pigeon- 
toed from birth. There is a medial twist of the lower 
leg between the knee and the ankle and also more lat- 
eral convexity to the tibia than normal. The shaft of 
the tibia is straight. but the angulation takes place at 
the epiphyseal lines. This condition may be an ata- 
vistic reversion, or a developmental arrest. A few of 
these cases may need braces to correct the deformity. 


The acquired group of medial torsion is produced 
from the way in which the child sleeps during the 
This 


early months, and from the wav he sits later. 
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is the largest group. These bowlegged and pigeon 
toed children sleep on their stomachs with their knees 
doubled up under them in a knee-chest position. ‘The 
feet are turned in toward each other. They craw! 
with the feet turned in, and when they sit they come 
up on their knees, and sit back on their feet, and with 
their feet under them in a pigeon-toed position. ‘This 
acquired group is not as difficult to correct as the 
congenital group. The first part of the treatment is 
to correct the faulty sleeping and sitting habits. The 
mothers are taught how to untwist the lower leg to 
correct the medial torsion and how to hold the leg 
to correct’ the lateral convexity. A bar across the 
shoes to hold the feet in lateral rotation is helpful. 
he details of the treatment cannot be given here, 
but the treatment is entirely nonoperative. No osteot- 
omies are used at present in the treatment of bow- 
legs, except in the older cases and those with vitamin 
DD resistant rickets. 

Dr. Stempfel (closing)—1 do not understand how 
one can differentiate congenital from acquired bowing 
in the early age groups, as Dr. Kite suggests in his 
classification of the condition. However, I am sure 
this discussion has made apparent the need for a re- 
classification or at least further thought along these 
lines. We believe that with the help of the ortho- 
pedists we will be able to show that the deformity 
is somewhat common, that it is a variant of normal 
development, and that perhaps watchful waiting is 
the most often justified therapeutic procedure. 


PRINCIPLES OF HAND 
REHABILITATION* 


By Louis P. Brrrr, M.D.*+ 
Memphis, Tennessee 


Serious disabilities of the hand are rarely 
single and the precipitating cause usually sets 
up a chain reaction. As fibroplastic growth 
is present as early as 72 hours following in- 
jury, carly rehabilitative treatment is indi- 
cated to prevent deformities. If persistent 
faulty positioning and prolonged inactivity 
are permitted, changes in the soft tissue will 
occur leading to a stiffened, non-functional 
appendage. Early treatment consisting of ele- 
vation, gentle massage, low degree heat, and 
guided exercises is indicated to provide proper 
nutrition and maintain the mobility of the 
joints, muscles and tendons. Splinting of the 
hand in the position of function will insure 
maintenance of the muscle balance and _ pro- 


*Read in Section on Physical Medicine and Rehabilitation, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 


*+From Campbell Foundation, Memphis, Tennessee. 


‘ 
4 
a 
4 
3 


206 


vide the necessary rest for the segment. Ac- 
curate evaluation of the hand disability is the 
primary principle of hand rehabilitation, and 
this must be founded on accurate knowledge 
of functional anatomy. The position of func- 
tion has been described by Bunnell! as largely 
the mid-position of the range of motion of 
each joint, including the wrist and forearm. 
In this position the muscles are balanced, 
with the forearm halt-way between pronation 
and supination, the wrist in 20 degrees dorsi- 
flexion and 10 degrees of ulnar flexion, the 
fingers slightly flexed in each of their joints 
and the thumb forward from the hand in 
partial apposition with its joint partially 
flexed. The wrist in dorsiflexion is the key 
to the functional usefulness of the hand, and 
the metacarpophalangeal joints in flexion the 
key to the finger mobility. Postoperative 
splinting of the hand may utilize the position 
of flexion or the position of extension as the 
specilic case may dictate, but the position of 
function should be obtained as rapidly as 
safety permits. 


FUNCTIONAL ANATOMY 


In the normal hand a precision balance is 
maintained between the extrinsic muscles 
(long extensors and flexors) and the intrinsic 
muscles (lubricales and interossei). The con- 
stant length of tendons in both the flexor 
and extensor groups modifies the degree ol 
flexion or extension of the digits according 
to the position of the wrist. This principle 
is utilized in the tenodesis operation. The 
functional tendon excursion at the wrist is 
roughly two and three-quarters of an inch for 
the long flexors of the fingers and two inches 
for the long extensors of the fingers. 


The detailed anatomy and mechanism of 
the extensor apparatus of the hand has been 
well illustrated in both Duchenne? and Bun- 
nell’s publications and will be only briefly 
touched on here. Primarily the intrinsics 
flex the metacarpophalangeal joints and ex- 
tend the interphalangeal joints. However, 
there is a synergism between the intrinsics 
and the extrinsics by a shift of the aponeu- 
rotic sleeve with the intrinsics extending the 
distal phalanges with the metacarpophalan- 
geal joints in the first half of flexion, and the 
long extensors extending them in the latter 
half of flexion with the gradual balance of 
power changing at 45 degrees flexion of 
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the metacarpophalangeal joints. Fowler has 
demonstrated that if the metacarpophalangeal 
joint is not permitted to hyperextend and the 
proximal phalanx is stabilized at 180 degrees 
or less, extension of the distal two phalanges 
may be done by the intrinsics alone, by the 
long extensors alone, or by both together. 


The maintenance of the carpal and meta- 
carpal arches is necessary for the grasping of 
small round objects. The arching is produced 
largely by contraction of the thenar and hypo- 
thenar muscles attached to the transverse 
carpal ligament, and is aided by the palmaris 
longus. The angulation and pronation of 
the thumb ray is carried out by the thenar 
muscles in conjunction with the stabilizing 
component of the extensor pollicis longus and 
brevis and the abductor pollicis longus. 


PERIPHERAL NERVE TRAUMA 


Radial nerve paralysis is the most common 
peripheral nerve injury when the arm is sub- 
ject to trauma. The deformity resulting is 
characterized by pronation of the forearm, 
drooping of the wrist, thumb, and fingers, 
and adduction of the thumb. The grip is 
weak due to the inability to stabilize the wrist 
in dorsiflexion. As this nerve’s sensory dis- 
tribution is confined to the dorsum of the 
hand, its tactile function is not relatively im- 
portant. 

Ulnar nerve paralysis is more frequently 
associated with trauma about the elbow. The 
degree of deformity is greater when the 
branch of the flexor digitorium profundis is 
spared, as the pull of the flexors to the ring 
and little fingers enhance the hyperextended 
position of the metacarpophalangeal joints. 

Median nerve paralysis results in weak 
wrist flexion, weak pronation, and loss of 
flexion of the thumb and first two fingers. 
The thumb is at the side of the hand and the 
high development of tactile sense in this area 
is lost. 


The combined lesion of the median and 
ulnar nerves is characterized by the claw hand. 
The claw hand deformity is primarily the re- 
sult of imbalance of the intrinsics and extrin- 
sics of the hand. The functional loss of the 
intrinsics results in loss of flexion at the 
metacarpophalangeal joint and extension at 
the interphalangeal joints. The unopposed 
pull of the long extensors hyperextend the 
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metacarpophalangeal joint and the resulting 
tension on the long flexors flexes the inter- 
phalangeal joints. The thumb lies at the 
side of the hand with loss of the opposition 
and adduction. If the lesion is above the level 
of the nerve supply to the muscles of the 
forearm, the resulting deformity is not so 
great as in those with a lesion lower. Sensory 
disturbance of the whole palm and_ volar 
aspects of the fingers is present, and anesthe- 
sia in all modalities may exist. 

Under ideal conditions a primary nerve 
suture is performed and secondary repair later 
performed for more definite approximation. 
Results of nerve suture are best in the radial 
nerve and worst in the ulnar nerve. 


To determine the location and extent ol 
the lesion a manual muscle test is indicated. 
Chronaxia determinations not only will aid 
in localizing the lesion, but are of definite 
use in evaluating the progress of degeneration 
or regeneration. Electrical stimulation dur- 
ing the long period of convalescence will aid 
in the maintenance of muscle bulk and mo- 
bility, but will in no way hasten regeneration 
of the nerve. To be of greatest value electrical 
stimulation should be carried out daily and 
against maximal resistance. 

Immediate postoperative positioning, as de- 
termined by the specific nerve lesion, is main- 
tained for a period of three weeks to permit 
healing at the suture line. After this period 
of time a dynamic type of hand splint may be 
applied and graduated active motion insti- 
tuted. The splint should be worn during the 
entire period of recovery with active use of 
the hand encouraged. Complete rest for three 
weeks is usually necessary for primarily su- 
tured tendons, with graduated active motion 
permitted during the fourth to sixth week 
and normal activity after a six-week period. 
Active motion following tendon graft may be 
permitted as early as the second week with 
protective splinting to prohibit overstretch- 
ing. Muscle re-education during these periods 
may be aided by electrical stimulation. 

Rheumatoid Arthritis—The characteristic 
histologic picture of rheumatoid arthritis has 
been found in the intrinsic muscle apparatus 
of the hand. Both the nodular and diffusive 
infiltrative types are found in the aponeurotic 
sleeves, lateral bands, and joint capsules of 
the metacarpophalangeal and proximal inter- 
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phalangeal joints. The secondary invasion of 
the articular cartilage enhances the subluxa- 
tions of the metacarpophalangeal and_ proxi- 
mal interphalangeal joints. The characteristic 
ulnar deviation of the fingers is a result of 
the imbalance between the interossei and also 
to some extent a result of the external gravi- 
tational influences. There are two character- 
istic deformities of the fingers in addition 
to the ever present ulnar deviation. Early 
changes may be a hyperextension of the meta- 
carpophalangeal joints caused by the long 
extensor action unopposed by the intrinsics, 
and flexion of the interphalangeal joints 
caused by the tonic pull of the long flexors. 
Later changes may result in flexion of the 
metacarpophalangeal joints accompanied by 
contraction of the palmar fascia and hyper- 
extension of the proximal interphalangeal 
joints with flexion of the distal interphalan- 
geal joints. The use of the hand in the early 
stages influences greatly the type of de- 
formity. 

The primary principles of treatment should 
embrace three major objectives: (1) relief of 
pain; (2) prevention of deformities; (3) main- 
tenance of function. In the acute phase, rest 
of the segment is absolutely imperative for 
the relief of pain. Splinting the hand in as 
nearly functional position as possible will al- 
ford adequate rest. Elevation of the extremity 
and very careful sedative massage proximally 
and distally to the involved joint will mini- 
mize the swelling. As soon as the pain per- 
mits, active motion through the painless range 
of motion should be instituted. With the 
subsidence of the acute inflammatory process, 
dynamic splinting of the extremity should be 
substituted for the more rigid type of splint- 
ing and the patient motivated in the active 
use of the hand. The type of splinting is de- 
termined by the mechanism of the deformity 
as described above. The Bunnell type of 
“knuckle-bender” splint may be used for flex- 
ion of the hyperextended metacarpophalan- 
geal joints and outriggers applied for exten- 
sion of the flexed interphalangeal joints. As 
the most common resultant deformity is that 
of flexion of the metacarpophalangeal joints 
with hyperextension of the proximal inter- 
phalangeal joints, a glove assistance device 
such as described by Small* or by Rose and 
Kendall* is admirably suitable. Specific mus- 
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cle re-education to the finger extensors and 
intrinsics should be stressed. Motivation is 
perhaps one of the most important and dilffi- 
cult problems in the treatment of the arthritic 
hand as a prolonged home routine is neces- 
sary for the maintenance of function. 

Poliomyelitis—The poliomyelitic hand dif- 
fers from the traumatic hand and the arth- 
ritic hand in several important aspects. The 
loss of sensation in the peripheral nerve hand, 
the discontinuity of skin and soft tissue or 
bone in the traumatic hand, and the acute in- 
flammatory process of the arthritic hand is 
not present in the poliomyelitic hand. How- 
ever, the problem of haphazard patterns of 
weakness with various grades of muscle 
strength accompanied by tightness of the con- 
nective tissue elements presents great dilffi- 
culty in the accurate evaluation and preven- 
tion of deformity. 

Deformity of the hand in poliomyelitis is 
produced by persistent faulty positioning. 
Muscle imbalance if uncorrected will lead 
to persistent faulty positioning, and second- 
ary changes in the soft tissues and capsule 
with its accompanying adaptive shortening 
will lead to contractures and the resultant 
joint immobility and deformity. 


The involvement of the intrinsics of the 
thumb permit the thumb to lie by the side 
of the hand in a “cocked-back” position. If 
the thumb is permitted to remain in this 
position, adduction contracture occurs and 
an “ape” thumb is the result. If the intrin- 
sics of the hand are involved, a claw-hand de- 
formity similar to that caused by the com- 
bined median and ulnar nerve paralysis re- 
sults. A common pattern of deformity result- 
ing from persistent maintenance of faulty po- 
sitioning of respirator patients consists of flex- 
ion contractures of the elbow, pronation of 
the forearm, flexion and ulnar deviation of 
the wrist, clawing of the hand and cocking up 
of the thumb. 

Early specific treatment is imperative and 
should be guided by three major principles: 
(1) relief of pain; (2) release of tightness; (3) 
support of weakness. Support of the hand 
in the functional position accompanied by 
the application of warm moist fomentations 
and mobilization through a painless range of 
motion can be carried out adequately, even 
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on patients in the respirator. The types of 
supportive apparatus used have been pub- 
lished by Bennett and the author.* 

During the convalescent stage, mobilization 
to insure a functional range of motion, and 
muscle re-education to insure coordination 
should be started as soon as the patient's gen- 
eral condition permits. Establishment of co- 
ordination early is of paramount importance 
if faulty substitution patterns are to be avoid- 
ed. All motion should be carried out in a 
normal pattern and the use of assistive ap- 
paratus is generally necessary for continuous 
protection of the weakened muscles. Periodic 
detailed muscle tests are necessary for pre- 
scription of specific muscle re-education and 
for charting the progress of recovery. The 
timing of the discontinuance of detailed mus- 
cle re-education is an important one and is 
largely determined by the result of repeated 
muscle testing. If coordination has been estab- 
lished and the muscle tests reveal a plateau 
of individual muscle strength, it may be as- 
sumed that recovery compatible with the cen- 
tral nervous system involvement has been 
reached. It is at this time that concentration 
of the increase in the functional capacity of 
the hand should be started. 

The functional evaluation of the hand must 
not only include the ability of grasp and 
pinch, but must also include function of the 
hand in relationship to the arm and presence 
or absence of involvement elsewhere in the 
body, as well as the broader aspects of the pa- 
tient’s intellectual and occupational status. 
Bennett and Stephens® have devised a func- 
tional test based on the activities necessary 
to achieve independence in daily living. At 
this stage of treatment evaluation is extreme- 
ly important in determining the feasibility 
of surgical rehabilitation or permitting sub- 
stitution patterns for achievement of greater 
functional capacity. Obviously, if surgical re- 
habilitation is not possible, then the use of 
functional apparatus and utilization of sub- 
stitute patterns is necessary. It must be re- 
membered that once faulty substitution pat- 
terns are established they become very diffi- 
cult to eradicate and surgery may decrease 
the over-all function of the individual. The 
problem of surgical rehabilitation has been 
very well described by Irwin and Eyler? and 
it is not within the scope of this paper to dis- 
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cuss the many surgical procedures possible. 
The results of surgery are greatly influenced 
by the caliber of early conservative care and 
certainly should not be considered as the 
final step in the rehabilitation program. Sur- 
gery may be necessary in the early stages to 
relieve deforming factors resistant to conserva- 
tive means and late in the treatment program 
to increase the functional capacity. 
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DISCUSSION (Abstract) 


Dr. Arthur M. Pruce, Atlanta, Ga—The occurrence 
of certain hand problems can be measurably dimin- 
ished. For instance, in fractures involving the upper 
extremity, residual stiffness of the hand can be 
minimized by the surgeon through adequate mold- 
ing of the plaster to maintain the arches of the hand, 
and by judicious trimming of the plaster edge back 
toward the distal palmar crease to allow flexion at 
the metacarpal phalangeal joints and toward the 
thenar crease to permit thumb abduction. 

Acute rheumatoid arthritis in hands has a guarded 
prognosis and deformity is to be anticipated. If the 
disease is active, bivalved bilateral plaster shells may 
be indicated. Splinted in a functional position, pain 
may be relieved, muscle spasm subside, and early 
motion may be possible. 


However, continuous bilateral splinting is imprac- 
tical, but splinting of the dominant hand may be 
necessary since the deformity appears more fre- 
quently in the active hand. George Fearnley has 
taught us that ulnar deviation of the fingers in 
rheumatoid arthritis of the hand is produced by 
abnormal lateral mobility of the diseased metacar- 
pophalangeal joints in the flexed position. He said 
that the little finger is pivotal in preventing or 
allowing the deformity to develop. I suggest the use 
of a splint consisting of a strut that is contoured 
to the ulnar border of the hand terminating at the 
proximal phalange of the little finger to supplement 
the bulwark-like action of this finger in the rheuma- 
toid hand. 

Neurosurgeons in World War II and in the Korean 
incident have reported that daily electrical stimu- 
lation of paralyzed muscles involved in peripheral 
nerve injuries is of value in retarding the rate of 
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muscle atrophy. Such continued treatment, though 
desirable, is rarely feasible in civilian practice. 

If the patient is fitted with a functional splint 
I believe that he can be taught self-care of his 
paralyzed hand. Self-administered active and passive 
exercise can prevent joint stiffness due to fibrosis, 
can maintain tone of normally innervated muscles and 
can prevent freezing of the hand in the splinted 
pattern. 


THE USE OF HYDROCORTISONE 
(COMPOUND F) IN ORTHOPEDIC 
SURGERY* 


By Frep C. Reynorps, M.D. 
and 
R. H. Ramsey, M.D. 
St. Louis, Missouri 


According to Hollander! the first intra- 
articular injection of seventeen-hydroxycorti- 
costerone or compound F was made by Dr. 
G. W. Thorn in 1950. Freyberg? had previous- 
ly demonstrated a local but transient, anti- 
inflammatory activity of cortisone when in- 
jected into rheumatic joints. Ziff* reported 
that the intra-articular injection of hydrocor- 
tisone gave a much more beneficial response 
in acute rheumatic joints than did cortisone 
as regards synovial fluid changes, reduction 
of local heat, alleviation of pain, and an in- 
crease in the range of joint motion. Hol- 
landert was the first to report a large series 
of cases treated by the local injection of hy- 
drocortisone listing demonstrable benefit in 
cases of rheumatoid arthritis, degenerative 
arthritis, acute gout, traumatic arthritis and 
disseminated lupus erythematous. More re- 
cently this report has been expanded to in- 
clude experiences with over 7,000 injections 
in over 2,000 cases. He also reports that 
hydrocortisone is only one-seventh as soluble 
in plasma as is cortisone and feels that this 
may explain the effectiveness of hydrocorti- 
sone which may allow the anti-inflammatory 
agent to remain longer in the area of injec- 
tion. Stephenson,® and others*® have re- 
ported satisfactory clinical responses from the 


*Read in Section on Orthopedic and Traumatic Surgery, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 

*From the Department of Surgery, Washington University 
School of Medicine, the David P. Wohl, Jr., Memorial Hos- 
pital, St. Louis, Missouri. 
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local injection of hydrocortisone in rheuma- 
toid arthritis and allied disorders and one of 
us (RHR)'® has reported our early experi- 
ences with this agent. 


Stimulated by these early favorable reports 
we began the cautious use of hydrocortisone 
in early 1952. First results were so encourag- 
ing that its use was rapidly expanded to at 
least a therapeutic trial in almost all painful 
bone and joint conditions not associated with 
infection. In a short period of time hydrocor- 
tisone has been used in over 500 patients suf- 
fering from a wide variety of arthritic or 
allied disorders. Of these, however, a satis- 
factory follow-up examination has been ob- 
tained in only 294, and it is these cases that 
form a basis for this report. 


Technic of Injection——No patients have 
been hospitalized for the sole purpose of 
these treatments (although many were given 
to patients while in the hospital). The ma- 
jority have been treated either in the out- 
patient clinic or the office. 


Prior to the injection, two syringes are pre- 
pared, one with a hypo needle and 3 or 4 cc. 
of 1 per cent procaine and the other with a 
20-gauge needle and the desired amount of 
hydrocortisone. The area of injection is 
cleansed with an alcohol sponge. The skin 
and subcutaneous tissues are infiltrated with 
procaine and then the drug is injected into 
the desired region. The skin is again cleansed 
and a small bandage applied. 


In some conditions such as acute tendinitis 
of the shoulder and “tennis elbow” the en- 
tire tender area was infiltrated with procaine 
prior to the injection of hydrocortisone. In 
cases of acute calcified tendinitis of the shoul- 
der or acute calcified deposits elsewhere, as 
much of the calcium as could easily be 
washed back into the syringe is removed be- 
fore injecting the drug. In these conditions 
dramatic relief was obtained by just such a 
method before hydrocortisone became avail- 
able. However, it seems that the subsidance 
of pain is more rapid and uniform with its 
use. 


So far we have seen no contraindication 
to the use of procaine except that of allergic 
reaction. Each patient should be questioned 
regarding sensitivity prior to treatment. The 
immediate relief afforded by the procaine 
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allows the patient early active function in 
some of these conditions, but we use it 
primarily to allow a more deliberate place- 
ment of the needle so that the injection of 
the hydrocortisone will be in the desired 
region. The usual dosages of the drug that 
have been employed are as follows: 


cc. 
Hip 2 Ankle 
Knee 1 Hand 
Shoulder 1.5 Foot 
Elbow ee 1 Calcified deposits .... 1 
Wrist’. P 0.5 


Following the injection, active use of the 
part is encouraged but as some patients ex- 
perience an increase of pain which may come 
on soon after the injection and last for 24 
to 36 hours, measures for pain relief are 
provided. 


For the purpose of discussion we have 
divided the patients treated with hydrocor- 
tisone into the regions into which the injec- 
tions were made rather than according to 
pathology as it seemed that in this way a 
comparison of results could be more readily 
made. 


In reviewing these cases we have listed the 
results of treatment as satisfactory, poor, or 
made worse in all instances except those in 
and about the shoulder; here, the results 
were tabulated as complete relief, partial 
relief, failure or made worse. One of us 
(RHR®), in an earlier report, defined a sat- 
isfactory response in degenerative arthritis as 
“one in which at least 50 per cent relief of 
pain occurred and lasted for at least seven 
days.”” From an academic standpoint in con- 
sidering the effect of the drug this may be 
adequate, but from a clinical viewpoint and 
as far as the patient is concerned in most 
instances a longer period of relief is required 
for satisfaction. We have, therefore, altered 
this mihimum requirement to be at least 
50 per cent relief of pain for a period of three 
or more weeks in degenerative arthritis. 
Patients classed as satisfactory were quite 
ready to have repeated injections while those 
with less than as much benefit as this for the 
most part were reluctant to submit to further 
trial. In none of these cases were synovial 
fluid or temperature studies made; the re- 
sponses as recorded have been based on the 
clinical effect, the greatest single factor being 
the relief of pain. 


ii 
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TREATMENT OF CONDITIONS ABOUT THE HIP 


Twenty-seven patients fall into this group 
(Table 1) with the greatest number suffering 
from degenerative arthritis of the hip. Due to 
the difficulty of inserting a needle into the 
joint space it would be expected that the re- 
sults of injection here would be poor. Unless 
there is an effusion present it is usually impos- 
sible to be sure that the needle is actually 
within the hip joint space. However, the re- 
sults have been surprisingly good with a satis- 
factory grading in 20 out of the 27 patients 
treated. 

The technic that has been used is to start 
a spinal puncture needle on the anterolateral 
surface of the thigh at a point usually over 
the junction of the neck and trochanter and 
to angle the needle posterior, superior and 
medial so that the point will pass between 
the anterior acetabulum rim and the head of 
the femur. Frequently, the needle can be felt 
to pass through a tough and thickened cap- 
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sule. If no fluid can be aspirated, the ease 
with which the injection can be made usually 
indicates whether or not the needle is in the 
joint. 

In each of two patients with a calcified 
deposit in a bursa about the hip, 1 cc. of 
hydrocortisone was injected. Both were com- 
pletely relieved of pain and required no 
further treatment. In a patient with a painful 
metallic prosthesis an injection was carried 
out as close to the head as possible but no 
relief was obtained. Three patients with 
aseptic necrosis of the head of the femur and 
secondary degenerative changes in the acetab- 
ulum were injected; two obtained consider- 
able relief of pain, and one was a failure. 
Three patients with rheumatoid arthritis of 
the hip were treated; two were satisfactory 
and the other a failure. Eighteen patients 
with degenerative arthritis were treated with 
14 satisfactory and 4 failures. Many of these 
obtained marked relief, and a few lasted for 
six months or longer. Probably in no other 


TREATMENT OF DISEASES OF THE HIP 


No. No. No. Made 

Condition Patients Joints Injections Satisfactory Poor Worse 
Degenerative arthritis 18 19 28 14 4 0 
Post-prosthesis pain 1 1 1 0 1 0 
Aseptic necrosis 3 8 6 2 1 0 
Rheumatoid arthritis 3 3 5 » 1 0 
Trochanteric bursitis 1 1 2 1 0 0 
Biceps femoris bursitis 1 1 1 1 0 0 
Total 27 28 43 20 7 0 

TABLE | 
RESULTS OF INFECTION IN AND ABOUT THE KNEE 

No. No. No. Made 

Condition Patients Joints Injections Satisfactory Failure Worse 
Degenerative arthritis 82 95 170 67 15 ba 
Rheumatoid arthritis 15 22 41 12 3 0 
Synovitis of the knee 4 4 5 2 2 0 
Torn cartilage (pre- and postoperitive) 16 19 30 9 7 0 
Pre-patellar bursitis 3 3 3 3 0 0 
Baker’s cyst 4 4 4 2 1 1 
Chondromalacia of patella 8 3 3 1 2 0 
Charcot knee 1 1 3 1 1 0 
Tuberculosis of knee 1 1 3 0 1 0 
Total 129 152 262 92 $2 1 


*Degenerative arthritis, many had more pain first 24 hours. 


TABLE 2 
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joint have the good results been so gratifying 
as in the hips. Most of the patients were not 
considered suitable for operative procedures 
and have been managed very well by this 
conservative treatment. A few complained 
of an increase in pain for the first 24 hours 
with rapid relief during the next few days. 


RESULTS OF INJECTION IN AND ABOUT THE KNEE 


The largest group of treated patients falls 
into this group (Table 2), both because more 
painful conditions are seen about the knee 
than in other joints and because it is an easy 
joint to inject. 

The technic of injection is-to have the 
patient lie with the leg fully extended. After 
the skin is cleansed a small amount of pro- 
caine is injected just above and medial to 
the patella. The needle is then directed 
beneath the patella to enter the suprapatellar 
pouch at the intercondylar notch. The joint 
may also be approached from either side 
below the patella, and this may be indicated 
in severe patella-femoral arthritis with oblit- 
eration of the suprapatellar pouch. When an 
effusion is present, as much fluid as possible 
should be withdrawn before the injection. 

There were 82 patients in this category 
with 95 joints that received 170 injections. 
Of these, 67 cases were considered satisfac- 
tory and 15 were failures. A few patients said 
that there was an increase of pain beginning 
two or three hours after the injection, and 
lasting up to 24 hours. In some of these 
patients the pain was so great that narcotics 
and bedrest were necessary. Some of these 
claimed no relief while others reported 
marked relief after this initial period of in- 
creased pain. 

Degenerative arthritis of the knee in obese 
or elderly patients is a very common condi- 
tion seen in office orthopedic practice and 
has had gratifying results with hydrocortisone. 

A few of the patients considered to have a 
satisfactory response to the drug have had 
marked and prolonged improvement. How- 
ever, the majority experienced gradual re- 
turn of pain necessitating other injections or 
other therapeutic procedures. 

A patient, a physician, gave himself intra- 
articular injections at frequent intervals, 
sometimes daily, and developed an acute 
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pyogenic infection in the knee and a septi- 
cemia. The bacteria was resistant to all anti- 
biotics and prolonged hospitalization and 
several surgical procedures were required be- 
fore the infection was controlled leaving the 
knee rather stiff. Another patient received 
1.5 cc. (37 mg.) once a week for seven weeks 
in another clinic and developed an acute 
non-pyogenic synovitis that subsided in two 
to three months with conservative treatment. 


It is our policy to use the hydrocortisone 
purely as symptomatic treatment; that is, as 
long as a satisfactory response is maintained, 
the injection is not repeated. We feel that 
“prophylactic” injections are not helpful and 
increase the chances of lessening the effective- 
ness of the drug, or of inoculation infection. 


Failure to obtain prolonged relief of pain 
necessitated operation in a few cases. In none 
of them was there gross evidence that the 
articular cartilage or synovium had been in- 
jured by the injections. 


An initial good response was obtained, as 
a rule, in rheumatoid arthritis; however, the 
period of relief was usually only a few days. 
In one instance arthrodesis was carried out 
because the disability was not relieved by 
conservative treatment and in this case there 
was no gross evidence of alteration of the 
disease process by the drug. 


Fifteen patients with torn cartilages of the 
knee, either pre- or postoperatively, were 
treated with hydrocortisone. Those treated 
preoperatively obtained little if any benefit. 
On the other hand, we found the drug to be 
very helpful to relieve pain and effusion 
when this condition existed in the early post- 
operative period. 

Three cases of prepatellar bursitis were 
completely and rapidly relieved. Four cases 
of Baker's cyst were injected. Two obtained 
some relief of pain, one was made worse and 
one had no change. Surgical removal of the 
cyst was required in all cases. 


Chondromalacia of the patella was treated 
many more times than is recorded in Table 2 
and therapy was always unsatisfactory. 

The shoulder was also found to be a fre- 
quent site of injection, 102 patients receiving 
treatment as shown in Table 3. Most of the 
cases were listed under the heading of acute 
or chronic (periarthritis or bursitis). In the 
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acute shoulder with or without calcium the 
response to hydrocortisone was good in 28 
out of 30 cases. Eighteen of these were com- 
pletely relieved and required no further treat- 
ment. In the remaining cases, however, the 
period of relief varied from two or three 
weeks to only a few days. Re-injection in 
most cases was again followed by relief but 
the recurrence of pain usually necessitated 
other forms of treatment such as x-ray. 
Surgical removal of the calcium was car- 
ried out in one case. On the other hand, with 
chronic shoulder pain with or without cal- 
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cium the response to hydrocortisone was not 
so striking; this was also true for the most 
part of the frozen shoulder with or without 
pain. 

Injection of hydrocortisone about the cap- 
sule and into the joint at the time of manipu- 
lation under anesthesia for a frozen shoulder 
was more effective in controlling postoper- 
ative pain and permitting early active motion 
than anything else we have used. 

Both rheumatoid arthritis and degenera- 
tive arthritis gave a response at the shoulder 
about the same as with other joints. Injection 


CONDITIONS OF 


THE SHOULDER 


No. No. No. Complete Partial Made 

Condition Patients Joints Injections Relief Relief Failure Worse 
Acute bursitis (with or without calcium) 31 31 41 18 10 3 ' @ 
Frozen shoulder 15 16 19 0 4 1 0 
Post-manipulation for frozen shoulder 6 7 10 0 6 0 0 
Degenerative arthritis of the shoulder 7 7 11 0 6 0 0 
Rheumatoid arthritis of the shoulder 1 2 2 0 2 0 0 
Tear of rotator cuff 1 1 1 0 1 0 0 
Painful shoulder (secondary to paralysis) 1 1 4 0 1 0 0 
Chronic bursitis (with or without calcium) 36 36 62 2 21 13 0 
Acromioclavicular degenerative arthritis 4 4 5 0 3 1 0 
Total 102 165 155 21 54 18 0 

TABLE 3 
MISCELLANEOUS 
No. No. No. Made 
Patients Joints Injections Satisfactory Poor Worse 
Joint 

Traumatic arthritis ankle 3 3 4 0 2 1 
Talonavicular 1 1 1 0 1 0 
Painful feet (various small joints) 6 9 9 4 2 0 
Subastragalar arthritis 1 1 2 1 0 0 
Osteochondritis dissecans, ankle 1 1 2 0 1 0 
Bunions 7 7 10 6 0 ad 
DeQuervain’s disease 3 3 3 2 1 0 
Trigger thumb 1 1 1 0 1 0 
Arthritis of wrist 2 2 2 0 0 
Cc. M. thumb 2 3 3 2 0 0 
M. P. hand 3 3 4 2 1 0 
Tennis elbow ll ll 16 10 1 0 
Traumatic arthritis elbow 2 2 3 0 1 2 
Calcified deposits 5 5 5 5 0 0 
Tenosynovitis of wrist 1 1 1 0 0 1 
Total 49 53 66 34 1l 5 


*Bunions, slough at site of injection. 


TABLE 4 
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for other conditions was of questionable 
value. 

Injections were carried out in the treat- 
ment of a variety of other conditions widely 
located, as shown in Table 4. Some of these, 
such as “tennis elbow,” not infrequently re- 
sist all forms of therapy. With the local use 
of hydrocortisone, however, ten of the eleven 
patients have obtained relief. The recurrence 
rate has been high but repeated injections 
have all been followed with relief until even- 
tual complete recovery as of this time. Some 
of these may recur later. X-ray therapy has 
occasionally been combined with hydrocor- 
tisone in the recurrent cases. None of this 
group have had operations. 


DeQuervain’s Disease-—Four cases of De- 
Quervain’s disease have been followed. Three 
of these remained so improved that no other 
treatment has been necessary. One case failed 
to obtain lasting benefit and was operated 
upon. At operation six weeks later there was 
a much more marked inflammatory reaction 
around the tendons than is usually found 
and following operation, recovery has been 
slow. 

Painful bunions have been injected both 
into the bunion sac and the first metatarsal- 
phalangeal joint with a very satisfactory re- 
sponse. One of the bunion cases had a small 
slough at the site of injection. Injection of 
small joints of the hand and foot has also 
been quite helpful. Pain associated with 
traumatic arthritis of the ankle and elbow 
was not much helped. One wonders if the 
drug was actually within the joint. A case of 
tenosynovitis about the wrist also failed to 
respond, as did a case with a snapping thumb. 


DISCUSSION AND CONCLUSIONS 


The local injection of hydrocortisone is a 
very useful office procedure in a large variety 
of arthritic and allied disorders. For the drug 
to be effective as a therapeutic agent, it is 
felt that the relief of pain must be great 
enough and last long enough to prevent the 
patient from returning to the clinic or office 
at frequent intervals for re-injection. Except 
for the early re-injection when pain relief 
has been minimal, it is recommended that 
the treatment not be repeated unless the 
symptoms have recurred to approximately the 
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pre-injection state. This drug does not sup- 
plant the usual conservative measures but 
helps to make them more effective and in 
some cases has prevented hospitalization and 
surgical procedures. 


No serious complications have been en- 
countered in the patients that we have 
treated. Inoculation infection, even with good 
technic, may occasionally occur; but the only 
one that we have seen so far is that of a doc- 
tor who treated himself. 


There has been no occurrence of allergic 
reaction to the drug. In some cases there has 
been an increase in pain following the in- 
jection. Just what has caused this, we do 
not know. 


The only contraindications to its use are 
infections. However, the one case of tubercu- 
losis of the knee that received 1 cc. prior to 
the establishment of the diagnosis did not 
seem to be harmed. Another patient who may 
have tuberculosis of the hip received three 
weeks relief of pain following the injection 
of 2 cc. about the hip. Of course, this may 
prove to be only a degenerative arthritis. 


The complications we have encountered 
are: (1) increase in pain for a short period 
of time following injection; (2) a septic knee 
in a patient who treated himself; (3) an acute 
non-pyogenic synovitis in a patient treated 
with repeated injections on the medical 
service; (4) a patient with a small slough in 
the area of injection into an acutely painful 
bunion; (5) a patient with a small slough on 
the wrist at the site of injection for an acute 
calcified deposit with efocaine® used as the 
anesthetic agent. 
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DISCUSSION (Abstract) 


Dr. J. F. Hamilton, Memphis, Tenn.—The results 
derived from the judicious use of hydrocortisone in 
properly selected pathological lesions are phenomenal. 
I should like to re-emphasize a point in the paper, 
namely: that caution should be exercised as to the 
number of injections a single area may receive for 
fear of reducing local tissue vitality and thus possibly 
masking an underlying infection or predisposing the 
local area to infection. 

Like Dr. Reynolds, we make the application of this 
therapeutic agent an office procedure and have had 
no complications. 

The so-called “tennis elbow” to mention a specific 
lesion, heretofore a troublesome, painful, partially dis- 
abling malady, slow to respond to conservative therapy 
and occasionally requiring operation before relief is 
obtained, can now be completely cured, with the aid 
of one (rarely two), properly infiltrated doses of 
hydrocortisone. 

Dr. Mortimer D. Abrashkin, Miami Beach, Fla— 
The speaker gave the impression that one must merely 
wipe the knee with a couple of alcohol sponges prior 
to injecting hydrocortisone. With the use of anti- 
biotics we are too prone to be careless in our technic 
in preparing the knee for intra-articular injection, 
neglecting the careful shaving and thorough cleansing 
in preparation of the skin that one would carefully 
accomplish in the operating room prior to performing 
an arthrotomy. 


Those of us who are doing orthopedics appreciate 
the fact that an intra-articular injection involves more 
than merely wiping the knee with alcohol and saying 
a blessing over the joint. The technic should be me- 
ticulous, the value of the therapeutic procedure being 
weighed carefully, against the inherent danger in the 
procedure, to wit, infection. The speaker referred to 
a physician who injected his own knee with hydro- 
cortisone. There is an old saying that “he who has 
himself for a lawyer has a fool for a client,” and this 
may be paraphrased to apply to the medical profession 
also. 

I wish to make a plea for a little more respect for 
the susceptibility of the knee joint, or any other joint, 
to infection. We should bear in mind that an intra- 
articular injection is not just a simple ordinary office 
procedure, like injecting a quarter grain of morphine. 


Dr. Reynolds (closing)—We purposely put in the 
paper the technic of washing the skin off with an 
alcohol sponge, because that is actually what we do. 
In injecting this material as well as in aspirating 
joints over quite a period of time, we have never had 
an infected joint from putting a needle into it, and 
we have not gone through a rigorous “prep” routine. 
Maybe we have been lucky. On the other hand, it seems 
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to me that with sterile needles and undoubtedly put- 
ting the needle in at an angle so that it goes through 
a considerable amount of soft tissue before it gets to 
the joint, must take away any contaminants on the 
skin, as it goes through; otherwise surely we would 
have had some infections. Sometimes we use mer- 
cresin.® However, I myself use just an alcohol sponge. 
So far I have seen no harm. Perhaps as you say that 
may be poor teaching. On the other hand, I felt we 
should report it just as we do it. 


One question, that of repeated injection of anything 
into a joint, which may cause trouble: as most of you 
know, years ago Dr. Key reported considerable joint 
and synovial changes from repeated experimental in- 
jection of such things as plasma, saline, and many 
other things. The joints we have opened that have 
had hydrocortisone injected into them have so far 
shown no alterations of cartilage of synovia that we 
could attribute to the drug. 


The point that Dr. Hamilton brought up about the 
injection of the material over a widespread area is 
important. I did not bring it out in the paper. 
Around calcium deposits or around the tennis elbow 
or painful shoulders we do not put all of the drug 
in just one spot. The needle is put around several 
different places, injecting a small amount in each of 
the several areas. 


I wish I could tell you how the drug works or why 
it works. To my knowledge no one has yet given an 
explanation of just what tissue it acts on or in what 
manner it plays its role. It has an anti-inflammatory 
action only, insofar as we can tell. Whether it is 
allied to a histamine type of reaction I do not know. 
I do not know why it relieves pains and reduces 
swelling. 


THE EFFECT OF IMPROVED MEDICAL 
AND OBSTETRICAL CARE UPON 
FETAL AND MATERNAL MORTALITY 
IN PREGNANT DIABETICS* 


By Cuar_es E. Flowers, Jr., M.D. 
Chapel Hill, North Carolina 
and 
Leon M. Levitt, M.D. 

New York, New York 


In 1951 it became apparent that there was 
an excessive maternal and fetal mortality 
among pregnant diabetics on the obstetrical 
service of the State University of New York 
at the Kings County Hospital. The follow- 


*Read in Section on Obstetrics, Southern Medical Associa- 
tion, Forty-Seventh Annual Meeting, Atlanta, Georgia, October 
26-29, 1953. 

*From the Department of Obstetrics and Gynecology and 
Medicine, State University of New York at New York City; 
the University Division Obstetrical Service, Kings County 
Hospital Center, Brooklyn, New York; and the Department 
of Obstetrics and Gynecology, University of North Carolina, 
Chapel Hill. 
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ing study was carried out in order to ascer- 
tain its cause and thereby effect its reduction. 

Table 1 summarizes the maternal and fetal 
mortality in pregnant diabetics delivered at 
the Kings County Hospital between 1936 and 
1953. The patients are grouped in three 
periods because of the marked differences in 
care and fetal mortality. Between the years 
of 1936 and 1941, prenatal care was inade- 
quate. Most of the patients were seen for the 
first time in labor; only a few of these women 
were followed in a manner approaching ac- 
ceptability. The 54 per cent fetal loss and 
the 15 per cent maternal mortality are remi- 
niscent of the pre-insulin era.1 Between the 
years of 1941 and 1951, the care of the preg- 
nant diabetic improved, but prenatal care, 
obstetrical and medical supervision remained 
inadequate. 


DIAGNOSIS AND CLASSIFICATION 


The diagnosis of diabetes mellitus was 
made when a gravid patient had a fasting 
blood sugar of 130 milligrams per cent or 
above and a diabetic glucose tolerance curve.” 


For the convenience of study, pregnant 
diabetics were classified according to White 
by the following criteria: the age of onset, 
the duration of the disease, and the degree 
of vascular damage. Group A diabetics were 
not included in this study, since these patients 
present a somewhat different problem. 


WHITE'S CLASSIFICATION OF PREGNANT 
DIABETICS3 


(A) Subclinical diabetes 

(B) Duration of disease under 10 years; onset over 
20 years; no vascular changes 

(C) Duration 10-19 years; onset 10-19 years; mini- 

mal vascular changes 

Duration over 20 years; onset less than 10 

years; evidence of retinitis, transitory albu- 

minuria or hypertension 

(E) Calcified pelvic arteries 


(D) 
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(F) Diabetic nephritis 

drome) 

This classification of pregnant diabetics is 
based upon what is a seemingly correct 
premise, namely that diabetes is a combina- 
tion of endocrinological imbalance and de- 
generative vascular disease. The degenerative 
vascular phase may affect the maternal heart, 
kidney, liver, adrenals, pancreas, retina and 
great vessels, producing hypertension and 
arteriolar sclerosis. Hypothetically, the re- 
sultant vascular damage could cause an in- 
crease in the incidence of toxemia of preg- 
nancy, a decrease in placental blood flow and 
a higher percentage of fetal deaths. However, 
it becomes increasingly clear as pregnant 
diabetics are studied, that mild diabetes of 
short duration can cause almost as much 
difficulty in regard to fetal salvage as the 
more severe forms of the disease. It is prob- 
able, therefore, that the White classification 
is of little real value as a prognostic aid con- 
cerning the outcome of pregnancy. This 
would seem particularly true among indigent 
patients. 

Table 2 demonstrates the results of 29 dia- 
betic pregnancies terminated between 1941 
and 1951. There were three maternal deaths, 
one each due to diabetic coma, coronary oc- 
clusion complicating toxemia, and obstetrical 
hemorrhage. The infant death rate was 31 
per cent. Toxemia occurred in 56 per cent of 
the mothers with a fetal loss rate of 44 per 
cent, as compared to a clinic incidence of 
toxemia of 11 per cent with an infant loss 
rate of 13 per cent. The cesarean section in- 
cidence was 24 per cent. Two infants were 
lost because of the poor control of their 
mothers’ diabetes with resultant coma. 


(Kimmelstiel-Wilson syn- 


These infant and maternal death rates are 
excessive when compared to other clinic re- 
ports of the past decade.* An analysis of 
these records indicated a shocking lack of 


SUMMARY OF DIABETICS TREATED AT KINGS COUNTY HOSPITAL 
1936 - 1953 


No. of Intrauterine Neonatal Maternal Fetal Loss Maternal Loss 
Year Patients Deaths Deaths Deaths Per Cent Per Cent 
1936-1941 13 5 2 2 54 15 
1941-1951 29 6 3 1 31 3 
1951-1953 20 2 1 0 15 
Infants 1000 gms. and above. 
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prenatal and diabetic care. Thus a special 
diabetic clinic was organized in January, 
1951. The following is a report of the results. 


MANAGEMENT OF OBSTETRICAL PATIENTS 
WITH DIABETES, 1951-1953 


A careful and minute medical, diabetic and 
obstetrical history is obtained on admission 
to the obstetrical clinic. The pre-pregnancy 
diet, the type and amount of insulin used 
and the control and stabilization of weight, 
as well as the type and frequency of common 
complications of diabetes are evaluated. A 
full obstetrical history is taken to determine 
any complications that may have occurred 
before or after the onset of diabetes. It was 
found important to determine whether there 
had been any obstetrical or fetal complica- 
tions of diabetes in previous pregnancies, as 
these will often give considerable insight into 
the fetal risk in the present pregnancy. 


If there are any diabetic, cardiovascular, 
renal, or metabolic complications at the time 
of the first clinic visit, the patient is admitted 
to the hospital for evaluation and stabiliza- 
tion. 


A full physical examination is done with 
particular orientation to the problems of the 
pregnant diabetic. The eye grounds are care- 


MORTALITY IN PREGNANT DIABETICS 


217 


fully studied. The urine is examined to de- 
termine the presence of albuminuria, pyuria, 
blood cells and casts. Anterior-posterior and 
lateral roentgenograms are taken of the pelvis 
in order to obtain exact pelvic measurements 
and to make the diagnosis of calcification of 
the aorta and pelvic blood vessels. 


Diabetic patients are maintained on an 
adequate prenatal diet providing 30 calories 
and 2 grams of protein per kilogram of body 
weight. The caloric intake is reduced in obese 
patients using the ideal rather than the actual 
weight as a base line. Weight gain is limited 
to 20 pounds. The importance of a low 
sodium diet and vitamin supplementation is 
stressed. The usual carbohydrate intake is 
175 grams during the first trimester and ap- 
proximately 250 grams during the third tri- 
mester. In order to prevent starvation ketosis 
the carbohydrate intake is always raised in 
patients manifesting excessive glycosuria as- 
sociated with a lowered renal threshold. 

Short- and long-acting insulin and mixtures 
of each are fitted to the need of the individ- 
ual patient. No attempt is made to com- 
promise the feeling of well-being in the 
patient. Blood sugars are never intentionally 
reduced to physiological levels. Insulin re- 
quirements are found to vary frequently and 


ANALYSIS OF PREGNANT DIABETICS 
1941 - 1951° 


Deaths 

Class No. Intrauterine Neonatal Toxemia 
B 20 4 2 10 
Cc 7 1 1 4 
D 2 1 0 2 
E 0 0 0 0 
Total 

No. 29 6 3 16 
Total 

Per Cent 100 21 10 56 

*Detailed 


Fetal Loss 
Acidosis Vaginal Del. Section Duration Per Cent 
28-1 
33-1 
34-1 
2 17 3 36-3 30 
38-2 
40-12 
33-1 
34-1 
0 3 4 36-1 29 
37-1 
38-1 
40-2 
0 2 0 37 
0 
42- 
0 0 0 
2 22 7 31 
7 76 24 31 


analysis could only be made for 1941-1951; complete charts were not available for 1936-1941. 
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unpredictably. The dosage is adjusted accord- 
ing to the blood sugar, the presence or ab- 
sence of ketonuria and the general feeling of 
the patient. Because of renal glycosuria, urine 
sugar is considered of little importance in the 
regulation of pregnant diabetics. 

Patients are seen each week. The usual pre- 
natal examination is given, although the 
blood pressure, weight gain, diet, edema, fetal 
growth, blood and urine examinations receive 
more careful evaluation. Blood sugars are ob- 
tained at two-week intervals; eye grounds are 
examined at monthly intervals. Patients who 
develop excessive nausea, vomiting polyhy- 
dramnios, edema, albuminuria, hypertension, 
excessive weight gain or ketonuria are im- 
mediately admitted to the hospital for study 
and additional counselling by the internist, 
dietitian and obstetrician. 


Hormones were not used since it was felt 
that the basic need of these patients was im- 
proved medical and obstetrical care. 

The obstetrical management of the preg- 
nant diabetic is based upon the philosophy 
that diabetes and pregnancy are often in- 
compatible and that each pregnancy is of 
great importance, since the childbearing of 
the pregnant diabetic is distinctly limited. 
The problem of obstetrical management re- 
solves itself into avoiding prematurity and 
effecting delivery before fetal death occurs. 
The method of delivery and the time of de- 
livery in the pregnant diabetic are moot 
questions. They are best solved by carefully 
studying the patient and using sound obstet- 
rical judgment. 

If toxemia develops, the patient must re- 
ceive prompt and vigorous hospital treat- 
ment. Often the use of bed rest and low 
sodium diet will cause a reversal of the hyper- 
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tension or albuminuria. If it does not and 
the toxemia becomes progressively severe or 
fulminating, no matter what the duration 
of the pregnancy, the patient must be de- 
livered. Delivery must be in the most feasible 
manner. If progressive and uncontrolled 
ketosis develops, the patient must be de- 
livered for the protection of both the mother 
and the child. Likewise, if progressive dia- 
betic hemorrhagic retinopathy occurs, only 
delivery will prevent blindness. On the other 
hand, if no obstetrical or medical complica- 
tions occur, it is felt that the pregnant dia- 
betic should be delivered between the thirty- 
sixth and thirty-eighth week. 

There are only two methods of obstetrical 
delivery: vaginal and abdominal. Vaginal de- 
livery should be the method of choice when 
it is feasible. However, induction of labor by 
rupture of the membranes or pitocin® stimu- 
lation can be accomplished safely only when 
the cervix is partially effaced, short, patulous 
and the head is entering the pelvis. The child- 
bearing of the pregnant diabetic is limited 
and when induction of labor is fraught with 
difficulty, cesarean section is the method of 
choice. One must not hesitate to perform 
or advocate cesarean section in all cases of 
increased maternal and fetal risk. Cesarean 
section is generally recommended in the fol- 
lowing cases: 

(1) Patients with contracted pelvis 

(2) Patients with previous stillbirths or 

difficult vaginal deliveries 

(3) Patients with uterine inertia 

(4) Patients with abnormal presentations 

(5) Infants above 3,500 grams 

There is a sizable fetal mortality when 
these obstetrical complications are associated 
with diabetes. 


ANALYSIS OF FETAL LOSS BY PREGNANCY COMPLICATIONS 
1941-1 


951 
No. of No. of Cases Weeks Gestation Fetal Loss 
Complication Cases Fetal Death Fetal Death Per Cent 
80 33 34 40 
Hypertension 16 7 1S 1S 44 
2s IN 2N 
1S 1S 
Albuminuria 10 6 1s IN 2N 60 
Diabetic Coma 2 2 1s 1S 100 


In fetal deaths S denotes stillborn: N denotes neonatal death. 
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Every cesarean section must be preceded 
by a flat plate of the abdomen to determine 
the presence of congenital abnormalities. 
Cesarean section is best done under local or 
spinal anesthesia. If the patient is to deliver 
vaginally, sedation should be used sparingly 
and delivery should be effected under con- 
duction anesthesia. During labor, diabetes is 
controlled by the intravenous drip of a 5 per 
cent glucose solution and the use of regular 
insulin. Following delivery the diabetes is 
regulated as circumstances may require, by 
the use of regular insulin with the full knowl- 
edge that hypoglycemia is a frequent com- 
plication. 

Table 4 shows the results of improved med- 
ical, obstetrical and pediatric care in preg- 
nancies complicated by diabetes. When this 
table is compared with Table 2, it is seen that 
the incidence of toxemia of pregnancy has 
been reduced from 56 to 25 per cent, diabetic 
coma from 7 to 0 per cent and fetal loss from 
31 to 15 per cent. There was an increase in 
the incidence of cesarean section from 24 to 
50 per cent. 


This incidence of cesarean section is high 
when compared with some clinics? and low 
when compared with others.® It is felt there 
should be no preconceived idea of what is a 
low or high incidence of cesarean section 
among pregnant diabetics. Abdominal de- 
livery should be performed if it offers the 
infant the best chance of survival. 
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There were three fetal deaths in infants 
weighing above 1,000 grams. These occurred 
in patients who were not treated according 
to the basic regimen in the obstetric diabetic 
clinic. 

The first infant died in utero during the 
fortieth week of gestation of a 26-year-old 
multipara who received adequate prenatal 
care but was allowed to go to term. The sec- 
ond fetus also died in utero during the thirty- 
sixth week of gestation in a 44-year-old mul- 
tipara who refused adequate prenatal care. 
It was felt that these deaths were due to in- 
trauterine anoxia. The cause of the third 
child’s death could not be explained patho- 
logically. The child died during the second 
day of life following a precipitous delivery 
of a 35-year-old multipara during the forty- 
fourth week of her twelfth gestation. All of 
these fetal deaths occurred in Class B dia- 
betics. 

CONCLUSION 


The practice of obstetrics is not always an 
exact science; there are too many variations 
in the management of obstetrical difficulties. 
Probably there is no obstetrical complication 
where there is less unanimity of thought than 
in the management of the pregnant diabetic. 
Opinions vary concerning dietary regimes, 
the presence of a hormonal imbalance, the 
need of substitutional hormonal therapy, as 
well as the time and mode of delivery. There 
is, however, beginning to be almost universal 


ANALYSIS OF PREGNANT DIABETICS 


1951 - 1953 
Deaths Fetal Loss 
Class No. Intrauterine Neonatal Toxemia Acidosis Vaginal Del. Section Duration Per Cent 
36-4 
37-3 
B 13 2 ] 3 0 10 5 40-5 23 
44-1 
36-1 
Cc i] 0 0 0 0 0 3 37-1 0 
40-1 
37-2 
( 
D 3 0 0 1 0 0 3 38-1 ) 
E 1 0 0 1 0 0 1 36 0 
Total 
No 20 2 1 5 0 10 10 15 
Total 
Per Cent 100 10 5 25 0 50 50 15 


TABLE 4 


' 

j 

ay 

2 

3 

4 
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agreement that conscientious and adequate 
medical and obstetrical care are indispensable 
in this obstetrical complication. 


These data indicate that good diabetic 
management, reasonable obstetrical judgment 
and intelligent care of the newborn can ef- 
fect a substantial reduction in fetal and ma- 
ternal mortality. 


In this series of 62 pregnant diabetics the 
fetal mortality was reduced from 54 to 15 
per cent while the maternal loss was reduced 
from 15 to 0 per cent. 
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DISCUSSION (Abstract) 


Dr. James E. Wortham, Little Rock, Ark—This 
paper adds considerable further evidence to the al- 
ready rather obvious fact that the young diabetic 
mother, in recent years, has a much improved chance 
to have a live baby and to be alive to enjoy that baby. 


We have heard expounded one of the technics for 
accomplishing those purposes. Originally, treatment 
of the pregnant diabetic consisted of attempts to reg- 
ulate the diabetes to physiologic blood sugar levels, 
plus the administration of large amounts of steroid 
hormones in order to correct a presumed pregnancy 
hormonal imbalance, plus expectant and careful 
obstetrics. 


I say that the hormone imbalance in pregnant dia- 
betics is only suspected, because in the minds of 
many very good endocrine chemists, a primary preg- 
nancy hormone imbalance in this condition is highly 
unproven. The very wide disparity in the reports of 
all those who have studied hormone levels in pregnant 
diabetics, of course, contributes to this impression. 


Another factor causing doubt concerns the com- 
plexities of accurately reaching an end point in these 
determinations. There is always considerable room for 
interpretation when one runs hormone levels, par- 
ticularly in gonadotropin levels. 

The most important factor underlying this doubt- 
ful status lies in the very grave fallacy of considering 
excretion products of hormones as any valid index 
as to the true secretory function of the gland which 
is supposed to secrete that hormone. Many metabolic 
processes intervene between secretion and excretion, 
and in most instances excretion products have very 
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little to do with the quantitative biological effects of 
the primary endocrine secretion. 

The method presented has to do with a middle- 
of-the-road approach to diabetes, plus expectant 
and careful obstetrics. There are other combinations 
being tried. Complete free control, a la Tolstoi, of 
the diabetes, with added steroid therapy, is one such 
combination. There is the method whereby we at- 
tempt chemically close control of the diabetic regu- 
lation, without any steroid therapy. All of these, es- 
sentially, have improved the pregnant diabetic’s 
chances as noted. 


In the last few years, in high medical circles, there 
has been some criticism of professors of obstetrics 
because of their disregard for what happens to the 
baby. Here we see the directly reverse situation, where 
we are dealing with diabetes in pregnancy. A great 
deal of the emphasis has been placed upon what hap- 
pens to the baby. 


In the midst of this great enthusiasm I should like 
to pause for just a moment to consider the young 
diabetic woman on a long-range basis. 

Diabetic vascular disease, in my opinion, is one of 
most discouraging and one of the most important 
problems in medicine today. A young diabetic woman 
who presents herself in the pregnant state, having de- 
veloped diabetes in childhood or adolescence (as so 
many of them do), is quite likely already to have de- 
tectable vascular disease. Most of these women who 
have other than insignificant diabetes will at least 
have vascular disease that perhaps can be diagnosed 
only by extremely careful vascular and renal function 
studies. I call your attention to the fact that there 
is no realm of clinical pathology where diagnostic 
tests are so wide in their range of normalcy and so 
difficult of accurate diagnosis as in renal function 
tests. 


So, she may well have mild but diagnosable vascu- 
lar disease if her diabetes is of 10 year’s duration; if 
not, we can almost say that three out of four patients 
will have diagnosable vascular degeneration within 
a few short years after we attend her pregnancy. 

We have seen evidence recently which suggests that 
the vascular disease of diabetics may be caused by a 
mal-adaptation process stimulated by two well-proven 
agents which stimulate adrenal cortical hyperfunction. 
Those two stressor agents which may produce these 
vascular diseases are insulin hypoglycemia, which is 
a most-potent adrenal stimulant, and quite recently 
it has been shown that persistently high and particu- 
larly rising blood sugar levels are just as potent in 
adrenal stimulation. 


The brittle diabetic is particularly susceptible to 
these stimulants. Her adrenals are over responsive, 
and she has an increased incidence of premature 
vascular disease. If we use close control in these dia- 
betics, I think anyone who has seen a large number 
of diabetics, over a number of years will agree that 
we always run the risk of insulin hypoglycemias. If 
we use free control we run the risk of persistent hyper- 
glycemias. Both are stressor agents which we have 
thought to be productive of vascular disease. 
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At the present time, just to show you the emphasis 
on this process, 40 per cent of the medical beds in 
my ward are occupied by persons under 30 years of 
age with advanced vascular disease, whom we have 
recently bilaterally totally adrenalectomized, with a 
very considerable reversal of the vascular deteriorative 
process. 


The impact of the pregnancy on this process of 
diabetic vascular degeneration cannot improve the 
vascular disease. In over 50 per cent of the cases 
pregnancy will aggravate the vascular disease either 
by causing exacerbation of the symptoms and signs 
of pre-existing vascular renal disease, which is fre- 
quently misdiagnosed as preeclampsia, or by causing 
actual toxemia of pregnancy. Reis feels that most 
women diagnosed as having toxemia of pregnancy do 
not have it, but are having an exacerbation of the 
underlying vascular renal disease. 


It has been shown, however, that if preeclampsia 
does occur there is a higher than normal circulating 
level of the hormones which regulate the electrolyte 
balance, the so-called desoxycorticosteroids. Recently 
it has been shown that the true adrenal cortical hor- 
mone called electrocortin, which produces marked ef- 
fects on blood composition is such a terrifically potent 
hormone, 100 times as potent as desoxycorticosterone, 
that even a minimal elevation in blood levels is very 
significant. Perhaps desoxycorticosterone is merely a 
metabolic product of electrocortin. 


These hormones have been shown clinically and 
experimentally to be productive of vascular disease. 
The clinical effect of this event during pregnancy 
may not be evident even in the postpartum examina- 
tion. In many cases we produce a live baby for 
a diabetic woman, who, by the time the baby needs 
her most, will in very considerable likelihood be blind 
from diabetic retinopathy, fighting the ravages of 
renal decompensation, or dead. The baby we save 
for her may well be deformed in some major or minor 
way, just to add further troubles to her over-burdened 
shoulders. 


One of the only lastingly significant things that 
has come out of these studies on diabetic pregnancy 
was revealed in White’s large group of pregnant dia- 
betics treated with large amounts of steroids, in whom 
there was no abortion rate but in whom over half 
had a congenital anomaly, some being major ones. 
Since some abortions are supposed to occur for good 
reason, and since steroid therapy will prevent this, 
it is shown that abnormal products of gestation can 
be retained in the uterus, and active growth pro- 
moted, by large amounts of the steroids. 


As an internist concerned very greatly with the 
problem of vascular disease in my young diabetics, 
pregnancy is never good news to me. The longer the 
duration of the diabetes and particularly the more 
brittle the diabetes has become, probably due to stress 
factors that we have introduced in adrenal cortical 
treatment, the worse the news is to me. It is probably 
a very good thing that obstetricians must pass on all 
therapeutic abortions which are performed, or I am 
afraid that my county medical society might have me 
up before it. 
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At any rate, these largely sociological aspects of the 
problem should be considered in advising diabetics 
about pregnancy, and the problems of already present 
vascular disease, the careful diagnosis of the earliest 
stages of vascular disease, and marked brittleness 
should strongly be considered when the diabetic pre- 
sents herself in the early pregnant state. 


A NEW METHOD OF DETERMINING 
TUBAL PATENCY AND TUBAL 
CILIARY ACTIVITY* 


By Joseru B. Suerrery, M.D. 
Washington, District of Columbia 


Ciliary and peristaltic activity of the fallo- 
pian tube is needed in the normal process of 
impregnation and for the passage of the fertil- 
ized ovum into the uterus. 

It would be logical to assume that some 
cases of sterility in the female may result from 
defective ciliary activity in the oviducts. Pa- 
tients may have had a previous infection se- 
vere enough to damage these structures with- 
out causing blockage of the tubes. 


No practical clinical method of determin- 
ing ciliary activity has been available. Many 
substances have been tried in the last several 
years from carbon particles (India ink) to io- 
dized oil, in addition to various tests to de- 
termine their passage, but without success. 

It was not until Dr. Victor Serra of Barce- 
lona introduced a solution of neutral olive 
oil and water through the abdominal wall 
into the peritoneal cavity and recovered it in 
the cervical canal that a satisfactory substance 
was available. 

In addition to the information we obtain 
in determining the patency of tubes by the 
passage of gas or radiopaque material through 
them, there is a definite clinical impression 
that there is real therapeutic value in passing 
substances through the oviducts. Because of 
this we have used colored normal saline as 
the substance to be injected through the cervix 
and tubes with recovery in the cul-de-sac by 
needle puncture at that site. This tells us im- 
mediately whether the tubes are patent, and 
may also free small adhesions in the tube or 
open some kinked or closed area within the 
tube. We then inject through the same needle 


*Read in Section on Obstetrics, Southern Medical Association, 
Forty-Seventh Annual Meeting, Atlanta, Georgia, October 26-29, 
1953. 
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in the cul-de-sac the oil-water solution (instead 
of through the abdominal wall) and determine 
at a later time whether the tubal cilia are 
functioning. 

The following technic has been used in a 
series of 20 cases. Six cases were tested in the 
office and 14 in the hospital. All these pa- 
tients had normal size uteri, which were free 
and anterior, and as far as it could be de- 
termined there were no adnexal nor cul-de-sac 
abnormalities present. 

Technic.—The patient is instructed to take 
a cleansing douche after her period is over 
and to refrain from intercourse or the use 
of any oily substances in or around the vagina 
while the test is in progress. The test is usu- 
ally performed between two and seven days 
following the completion of the last period. 

A speculum is introduced into the vagina, 
lubricated by tap water only. The vagina and 
cervix are cleansed and painted with a suitable 
antiseptic solution. 

The anterior lip of the cervix is grasped 
with a tenaculum and pulled down. A screw 
type cannula (Hudkin’s) is introduced into 
the cervical canal. A 10 cc. Luer-lock syringe 
is filled with a sterile solution of normal saline 
warmed to body temperature with just enough 
indigo-carmine added to color it. This so- 
lution does away with the hazard of gas or 
oil emboli. 

When the injection is complete the syringe 
is removed; the screw type cannula is left in 
place to hold the fluid in the uterus. A sec- 
ond tenaculum is now placed on the posterior 
lip of the cervix and then the anterior tenac- 
ulum is removed. After waiting for a period 
of about three minutes the cervix is gently 
pulled down and a 22- or 24-gauge long spinal 
needle is pushed through the cul-de-sac. 


This puncture into the cul-de-sac is most 
easily made if one goes about three-fourths 
inch below the vaginal cervical junction. The 
needle is then connected to a syringe and as- 
pirated. The presence of blue tinged fluid 
in the syringe would establish the fact that 
the tubes are patent. With the needle in place, 
8 to 10 cc. of sterile solution consisting of 
neutral olive oil (29.5 per cent), distilled water 
(70 per cent) and sodium lauryl sulfate (0.5 
per cent, as a stabilizer), warmed to body 
temperature, is injected very slowly into the 
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cul-de-sac. Then the needle is removed and a 
dry cotton tampon is placed firmly against 
the puncture site. Following this, the screw 
cannula is removed. 

The patient is instructed to remove the 
tampon that night. On the third or fourth 
day after this procedure, the patient is re- 
examined. A speculum lubricated with tap 
water is inserted in the vagina and the cervix 
is exposed. The cervix and external os are 
thoroughly cleaned and a pipette is then in- 
serted well into the cervical canal. 


The cervical canal accordingly is aspirated 
and the secretions are placed on a glass slide 
and allowed to dry at room temperature. The 
slide is then covered with 8 to 10 drops of 
Sudan III solution and after one minute the 
solution is washed off. Under the microscope 
in the positive cases, the selectively stained oil 
droplets will have the appearance of orange- 
red globules. This is interpreted to mean that 
the fluid currents in the pelvis have directed 
the oil solution to the tubes and that the cil- 
iary current in the tubes has carried the oil 
particles down into the uterus, a course of 
events which conforms to normal fertilization 
and transportation of the ovum. 


In order to familiarize oneself with the 
appearance of the stained globules, some of 
the oil-water solution can be spread on a 
slide, allowed to dry and then stained. Exami- 
nation of such a sample specimen will facili- 
tate the recognition of the globules in subse- 
quent test specimens. 


The test is very sensitive and all the instru- 
ments used (slides, pipettes, and so on) should 
be grease-free. To insure this, they should be 
passed over a flame before use. Furthermore, 
as it was pointed out before, the patient must 
be instructed not to introduce any oily sub- 
stances into the vagina from the time of her 
last period until the test is completed. 


When we initiated this series of cases, we 
were concerned with the possibility that the 
oil solution might leak out through the cul- 
de-sac puncture. Therefore, we put a tampon 
in the cul-de-sac and covered the cervix with 
a plastic cap. We found, however, that this 
puncture wound did not leak since we have 
not been able to obtain positive tests from the 
vagina or cul-de-sac, but only from the cervix. 
At the present time we do not use a cervical 
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cap. The tampon is placed in the fornix at 
this site of the needle puncture to control 
any bleeding that may occur. 

In this preliminary study, one patient de- 
veloped an ectopic pregnancy six weeks after 
the test, and two others have become preg- 
nant. To date the pregnancies, of the latter 
two, have been uneventful. The remaining 
patients are still being followed. 


In conclusion, I should like to add that 
besides giving us some information about 
tubal patency and tubal ciliary activity, this 
procedure may also provide additional intor- 
mation about female infertility. 

It seems to us that now we are in a position 
to prove whether there is any therapeutic as 
well as diagnostic value in tubal insufflation 
tests and salpingographies, procedures which 
require forcing substances through the fallo- 
pian tubes. 

We propose to divide our cases with essen- 
tially similar physical findings into two groups. 
One group would be subjected to the usual 
insufflation tests or salpingographies to estab- 
lish tubal patency, whereas the second group 
would have just the introduction of the oil- 
water solution in the cul-de-sac. Both meth- 
ods would determine whether the tubes are 
patent or not, but the former requires pres- 
sure during the course of the procedure, while 
the latter does not. Ultimately as one evalu- 
ates the pregnancies that ensued following 
the tests in each group, one could determine 
whether the incidence of pregnancy was higher 
in either one or whether it was the same in 
both groups. Furthermore, by using varying 
amounts of the oil-water solution with dif- 
ferent or staggered periods of recovery, it is 
conceivable that ciliary activity may be tested 
as normal, subnormal or abnormal. 

At the present time it can be stated that 
plastic repair of closed or defective oviducts 
has not been too successful. It seems to us 
that the method we have described will be of 
great value, not only in comparing the results 
of the various procedures used in studying 
tubal patency, but also might be useful as an 
index of the restitution of ciliary function in 
each case. 


It is our hope that this preliminary report 


will merit the attention of others interested 
in the field of infertility and sterility in order 
that sufficient data will be accumulated to 
establish its significance. 


DISCUSSION (Abstract) 


Dr. E. C, Gillespie, Little Rock, Ark.—The natural 
medical history of our studies and attempts to un- 
ravel problems of fertility and sterility is a very en- 
grossing one, and, of course, dates back to antiquity. 
Interestingly enough, although it bears no relation- 
ship to the present author’s paper, no matter how far 
back one goes in study and investigation into sterility 
the authors have always explained roughly 100 per cent 
of the causes of sterility. Thus, about 100 years ago, 
in Churchill’s “System of Midwifery,” the author shows 
that practically all infertility was due to immoral 
living and to the degeneracy of the nation as a whole. 

It was only recently, shortly after the turn of the 
century that little, if any, blame was attached to 
tubal pathology. Dr. Kelly, in several hundred cases 
of infertility, had perhaps eight cases that could be 
assumed to have been caused by tubal occlusion. I say 
assumed because there was only parametritis as the 
diagnosis given. 

However, after Dr. Rubin’s work in the early 1920s, 
in which he showed that it was relatively simple and 
safe to inject air and inert gases through the tubes, 
there was a great increase in interest in tubal pathol- 
ogy. However, the shortcomings of that procedure 
alone are now becoming obvious. 


It may be that the evidence which will be un- 
covered by this new procedure advocated by Dr. Shef- 
fery in ciliary function and tubal physiology will give 
us tubal clearance times and many other things of 
which we may not now be aware. We may be able 
to show for instance that ectopic pregnancy often oc- 
curs in cases where there is a slow tubal clearance time, 
and so on. 


I think Dr. Sheffery is referring to the use of a dye 
in physiologic saline solution being passed through 
the tubes as more or less a screening procedure. In 
the presence of a negative test it would seem to me 
to be necessary to use some other form of tubal in- 
sufflation in order to find out whether the negative 
result is due to failure to get the dye into the cul-de- 
sac soon enough, or whether it is due to actual occlu- 
sion from spasm or from infection or congenital ab- 
sence of the tube, and whether this condition is 
bilateral, where it occurs, and so forth. The method 
described overcomes one of the greatest hazards of 
the use of gas and oil, namely, the risk of embolism. 


Concerning the technic he employs in arriving at 
what I have chosen to call “tubal clearance time,” 
there are only two points I should like to raise. 


First, our good friend, Dr. Willis E. Brown of 
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Little Rock, Arkansas, has collected some very interest- 
ing evidence as to the effect that various oils which 
we have used for hysterosalpingography have had upon 
the tubal lumen. He has shown, for instance, that 
such oils as lipiodol,® iodochloral,® and lipoiodine® 
have produced such intense foreign body reaction 
within the tube that they have actually been occluded 
by these substances. 


He has not tested all the oils, and I can find no 
reference to anyone who has. Olive oil is not inert. 
and this has been established in several studies. Given 
intramuscularly, it has been shown by Emory, Dens- 
land and Parks, and others to produce inclusion cysts 
and local irritations and to fail to be picked up en- 
tirely. Whether olive oil deposited in the cul-de-sac 
and moved by the pelvic currents and compressed 
through the tube by the small power generated by 
ciliary action and tubal peristalsis will produce any 
damage to the tubal lumen is doubtful. However, in 
order to answer the criticism that may eventually 
arise from using this procedure, I believe it would be 
wise to obtain that answer. 


Second, what, if anything, will produce false posi- 
tives or false negatives? The author says that the 
technic is very specific. Therefore, one of necessity 
would have to be very scrupulous in the instruments 
used and in the vaginal preparation for the procedure. 
I cannot think of any physiologic substance present 
that would produce a false positive. 


As far as false negatives are concerned, one might 
consider a very rapid or very slow tubal clearance 
time as producing what we would have to consider 
a false negative if it were missed entirely, or the 
actual failure to deposit the oil within the cul-de-sac. 


Dr. Sheffery (closing)—There are two things that 
Dr. Gillespie brought up. First, the solution used. The 
reason we inject normal saline first is as a clearance 
test, but also we do so because we have a feeling 
that there is therapeutic value to pushing or forcing 
substances through the tube. As I say, we have no 
proof of that, but we do have a method of proving it 
now. That is why we hope that others will become 
interested in this method and will run cases. 


Certainly there is a clinical impression that there 
is therapeutic value to the Rubin test or injecting 
lipiodol® or one or the newer oil substances through 
the tubes. 


We have not done too much work on false positive 
tests in animals. Dr. Serra of Barcelona, who discovered 
this solution, first took patients who were to undergo 
laparotomies. They have had patients with bilateral 
closed tubes, in whom they injected this substance in 
the abdominal cavity at the time of operation and 
failed to get positive tests. 

We have not had a failure as yet because we are 
really hand-picking our cases. It is an experimental 
procedure, and if we found anyone with any suspicion 
of anything in the cul-de-sac we should not stick a 
needle in them at this time. Perhaps in a year or 
so we shall be a little bolder, but at the present time 


SOUTHERN MEDICAL JOURNAL 


March 1954 


we take the really “clean” cases, and we would be 
very surprised if their tubes were closed. 


ACUTE FULMINATING 
ENTEROCOLITIS FOLLOWING THE 
USE OF ANTIBIOTICS* 


By Joun R. Butter, M.D. 
St. Petersburg, Florida 


The discovery and use of antibiotics has 
been a boon to mankind, but they have not 
been an unmixed blessing. The discovery that 
some persons quickly become sensitive to one 
or another of the antibiotics came soon after 
their introduction. Some were not even re- 
leased by the pharmaceutical companies be- 
cause of their direct toxicity to different 
systems of the body, notably the renal appara- 
tus; and the use of one, soon after release, 
was given a severe setback because of the 
discovery that it may have prdéduced severe 
bone marrow depression in some cases. 

The danger of the antibiotics that I intend 
to talk about is not a result of their action 
on the human body, but of their lack of 
action on a group of bacteria that are becom- 
ing resistant to the antibiotics. This group 
of bacteria, Micrococcus pyogenes var. aureus 
(formerly called Staphylococcus aureus) was 
initially, apparently, everywhere, sensitive to 
the antibiotics such as terramycin,® aureo- 
mycin, streptomycin and chloramphenicol. 
Now, after the passage of time, and, especially, 
in those localities where a great amount of 
the antibiotics has been given and where 
large numbers of people who have had treat- 
ment with the antibiotics congregate, many 
strains of Micrococci have developed which 
are capable of growing and multiplying in 
an environment which formerly would have 
killed them. 

Dearing and Heilman! of the Mayo Clinic 
reported the change in the incidence of re- 
sistant Micrococcus pyogenes as follows: 


(1) In 1949-1950 all strains of Micrococcus pyo- 
genes isolated were sensitive to terramycin® 
and aureomycin. 


*Read in Section on Proctology, Southern Medical Associa- 
tion, Forty-Seventh Annual Meeting, Atlanta, Georgia, October 
26-29, 
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(2) In early 1951, 9 per cent were resistant. 

(3) In late 1951, 36 per cent had become resistant. 

(4) January, 1953, 45 per cent of 100 strains of 

Micrococcus pyogenes were resistant. 

Incidental to this paper, but of extreme 
interest, is the discovery of a strain of Micro- 
coccus pyogenes isolated from a case of osteo 
myelitis, which was found to be resistant to 
erythromycin, the present drug of choice in 
the treatment of Micrococcus enterocolitis. 

Micrococci can be isolated from the upper 
respiratory tracts and from the gastrointesti- 
nal tracts of healthy people. However, if the 
remaining normal bacterial inhabitants are 
destroyed, the Micrococci are capable of grow- 
ing to great numbers and of producing se- 
vere infections which may lead to death. 


In going over some of the literature on 
series of cases treated for pneumonia or uri- 
nary tract infection with antibiotics, I was 
most interested in the complications involving 
the gastrointestinal tract and found in a 
series of 73 cases of pneumococci pneumonia 
treated with terramycin® an incidence of 24 
per cent of severe watery diarrheas starting 
after the initiation of terramycin.® Cultures 
of the stool revealed a large preponderance 
of Micrococci in 66 per cent of these and a 
pure culture in 50 per cent. In this same 
series, there were 18 cases of pneumonia of 
other types, and in this group there were four 
cases of enterocolitis from which a pure cul- 
ture of Micrococcus was obtained. — Inci- 
dentally, in this last group, there was a case 
of moniliasis of the rectum (colon) which 
produced rectovesical fistula and led to 
death. 

In this entire series of 91 cases, there were 
seven deaths: three with severe enterocolitis 
with pure cultures of Micrococcus pyogenes 
and one with monilial colitis and recto- 
vesical fistula. Of the seven deaths, only one 
occurred without serious gastrointestinal 
symptoms. 


It was the opinion of Jackson? that the 
most frequent and significant complication 
in this series was the superinfection with 
Micrococcus pyogenes (hemolytic, coagulase 
positive strain of Staphylococcus aureus) 
and that terramycin,® as well as other anti- 
biotics, was not only ineffective in clearing 
Micrococcus infections, but might even par- 
ticipate in sustaining and aggravating these 
infections in some cases. 
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In a series of 112 urinary infections, 
Womack* found 63 cases of Micrococcus 
pyogenes septicemia and four cases of severe 
enterocolitis. He said that the most striking 
and the most serious aspect of his study was 
the frequency with which pathogenic Micro- 
cocci multiplied and caused serious aggrava- 
tion of previous infection or started new 
severe infections. 

Finland and Weinstein‘ feel that there are 
two types of gastrointestinal upset: (1) those 
due to direct irritation which can be con- 
trolled by food and especially milk, and (2) 
those due to the overgrowth of Micrococcus 
pyogenes. They also reported death due to 
monilial infections in children debilitated 
by pancreatic fibrosis or leukemia prophylac- 
tically treated over long periods with terra- 
mycin® or aureomycin. 

They were in agreement with Jackson et 
alii in wondering whether the Micrococci, 
normally present in small numbers, become 
invasive and pathogenic only because of the 
great increase in their number and because 
the other bacteria are destroyed, or whether 
there is a more profound change involving 
tissue changes or stimulation of the bacteria. 


Dearing and Heilman! brought the 
question of the presence of two disease enti- 
ties: one, Micrococcus enterocolitis and the 
other pseudomembranous colitis. The ques- 
tion was brought up because they had seen 
several cases which behaved exactly like those 
ol Micrococcus colitis, but in which no Micro- 
cocci could be isolated. They agree with 
Reiner and Womack’ who feel that the pseu- 
domembranous colitis is due to the direct 
toxic effect of the antibiotic or other sensi- 
tivity. 

The colitis produced by the Micrococcus 
is due to the toxin produced by the large 
numbers of Micrococci growing in the bowel 
where the competing bacteria have been de- 
stroyed by antibiotics. 

The Micrococci persists in the bowel until 
removed by a suitable agent such as erythro- 
mycin or, in less severe cases, are replaced 
by norma! intestinal flora after discontin- 
uance of antibiotic therapy. 


At the Mayo Clinic according to Dearing 
and Heilman,! preoperative preparation of 
the bowel routinely with terramycin® has been 
discontinued, and in those cases in which it 
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is used, a stool culture and smear, or culture 
and smear of the bowel lumen is taken at the 
time of operation. In the event that Micro- 
cocci are found, erythromycin therapy is in- 
stituted the day following surgery. 


The symptoms of Micrococcus enterocolitis 
are: 


(1) Diarrheic, copious, almost continuous green 
stools 

(2) Fatigue and exhaustion 

(3) Fever 100° to 106° 

(4) Anorexia, nausea, vomiting and distention 

(5) Shock with restlessness and confusion 


These symptoms may appear very early 
after the first dose of the antibiotic or late, 
even after the antibiotic has been discon- 
tinued, as the following cases will demon- 
Strate. 


The treatment of this condition is the 
prompt discontinuance of the antibiotic 
being used and, at present, the administration 
of erythromycin. 


Case 1.—M. H., 73 years old, had an abdomino- 
perineal resection for adenocarcinoma of the rectum 
on March 26, 1953. At the time of operation, the 
small bowel was opened inadvertently because of 
adhesions. His postoperative course was uneventful 
except for ileus and moderate abdominal distention 
until eight days later, when his colostomy began 
functioning. During this time, he received a combi- 
nation of penicillin 800,000 units and streptomycin 
one gram daily. His highest temperature during his 
hospitalization was 101° on the tenth postoperative 
day, at which time he was given terramycin® instead 
of the first combination. The patient received a 
total of eight grams of terramycin.® On April 7 he 
had a large dark green semi-solid stool and on April 9 
a soft formed stool and was discharged home on April 
10, eating well, feeling well and up and about. His 
temperature had been normal for the previous three 
days. Three days later (three days after the last dose 
of terramycin®) I was called to his home because of 
nausea, vomiting and diarrhea, which was thin green 
and watery. The patient refused hospitalization and 
he was not seen until April 16, when I learned that 
the nausea, vomiting and diarrhea had increased in 
severity, so that he was severely dehydrated and in 
shock. He was hospitalized where fluids and blood 
were given and Levine tube inserted. 

The x-ray revealed distended colon. The stool was 
greenish black, liquid and almost constantly flowing 
from the colostomy. The temperature was 97° on 
admission and read 98.2° by the next morning when 
he died. Oral medication could not be given because 
of the severe nausea and vomiting. 

A diagnosis of Staphylococcus (Micrococcus) entero- 
colitis and possible partial low colon obstruction was 
made. 


At autopsy, a severe membranous enterocolitis was 
found. 
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Case 2.—An elderly white man treated with four 
grams of terramycin® over two days for a mixed upper 
respiratory infection began two days later to have 
severe slightly bloody watery diarrhea. This patient 
went into shock and was transfused and given intra- 
venous fluids. Tlotycin® 600 mg., was given on the 
third day and the diarrhea had completely stopped 
within 24 hours. 


These cases of acute fulminating entero- 
colitis following the use of antibiotics, are 
reported more and more frequently as the 
existence of resistant Micrococci becomes 
more prevalent. In communities where less 
of the antibiotics have been used, fewer 
cases of Micrococcic enterocolitis have been 
found, but apparently with the passage of 
time, more cases will occur. 
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In 1948 Forbes and associates! showed 
that only a small part of the total cholesterol 
of lyophilized normal serum was extracted by 
cold chloroform in a 3-hour period while 
most of the cholesterol of lyophilized serum 
from nephrotic patients and hypercholesterol- 
emic rabbits was extracted. This fraction has 
been designated the “readily extractable” 
cholesterol. They expressed the belief that the 
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“readily extractable” cholesterol represents 
cholesterol which is either not bound or, at 
most, very loosely bound with the plasma 
proteins, while that which is not extracted by 
chloroform may represent cholesterol which 
is firmly bound with the proteins. Since most 
of the cholesterol of normal serum is found 
as an integral part of the alpha and beta- 
lipoprotein components, we assume that the 
cholesterol which is not extracted by the 
chloroform represents the cholesterol present 
in those molecules. The alpha-lipoproteins 
contain around 50 per cent lipids, with a 
cholesterol-phospholipid ratio of about 1:1. 
The beta-lipoproteins contain about 75 per 
cent lipids and the cholesterol:phospholipid 
ratio is about 2:1. Gofman and associates? 
in 1950 reported on the occurrence in the 
serum of hypercholesterolemic rabbits, of 
lipid-protein complexes with a still higher 
lipid and cholesterol content. They further 
emphasized, in this and other articles, the 
possible relationship between the concentra- 
tion of some of these fractions and the de- 
velopment of atherosclerosis. 


Our studies show that the readily extract- 
able fraction is probably always elevated in 
xanthoma tuberosum? as well as in nephrosis. 
It is also elevated in the majority of individ- 
uals with xanthelasma* and many diabetics.’ 
All are conditions in which atherosclerotic 
changes are relatively common. 


Since there is some evidence that the in- 
cidence of myocardial infarction is higher in 
professional and higher income groups than 
in those with a lower income, we felt that a 
comparative study of the cholesterol distribu- 
tion in the sera of individuals in these groups 
by our technic might be of interest. The re- 
sults obtained on four such groups as well 
as on patients who have had various cardio- 
vascular conditions, will be presented. These 
groups were: (a) recent male admissions to 
a state penitentiary, hereafter called institu- 
tion; (b) male students at the Medical Col- 
lege of Virginia; (c) business executives, and 
(d) male physicians. The subjects with cardi- 
ovascular disease included both male and 


female patients of various ages. 
Procedure and Method.—One-half cc. of 
serum is transferred to each of two 15 cc. 


screwcapped bottles capable of withstanding 
rapid changes in temperature. The serum is 
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then rapidly frozen in an alcohol-dry-ice bath 
and dried for 90 minutes under reduced pres- 
sure of approximately 0.2 mm. of mercury. 
Immediately after drying, the bottles are 
capped, placed in a vacuum desiccator over 
calcium chloride and put in a cold room at 
5° C. When the temperature of the bottles 
has dropped to that of the cold room the ex- 
traction procedure may be carried out. How- 
ever, if desired, they may be left in the desic- 
cator for several days before extraction. Ten 
cc. of reagent grade chloroform, kept in the 
same cold room, is added to each bottle. They 
are then tightly capped and shaken at in- 
tervals thereafter. One bottle is filtered in the 
cold at the end of 3 hours, the other at the 
end of 24 hours. The cholesterol content of 
the filtrate is determined colorimetrically, 
using the Liebermann-Burchard color re- 
action. Total cholesterol is determined on 
undried serum by a _ previously described 
procedure.5 


The 3-hour extraction values are shown in 
Table 1. It will be seen that in the institution 
group 17-25 years of age, 94 per cent showed 
3-hour extraction values below 31 mg. per 100 
cc. of serum, and 5 per cent were between 31 
and 40. Thus 99 per cent of these subjects 
showed 3-hour extraction values of 40 mg. 
per cent or below. Because of this, we have 
arbitrarily set 40 mg. per 100 cc. as the upper 
limit of normal for this fraction. The per- 
centage of subjects with extractions as low as 
this tended to decrease with increasing age, 
but in this particular group of subjects the 
decrease was not very marked. The percent- 
age of students with 3-hour extraction values 
of 40 mg. or below was roughly the same as 
found in the inmates of the institution of 
comparable age. In the case of the business 
executives and physicians over 33 years of age, 
the percentage of subjects with extraction 
values within our accepted normal range of 
40 mg. per 100 cc. was definitely less than 
was found in comparable age groups from 
the institution. For example, about 24 per 
cent of these physicians and older executives 
showed 3-hour extraction values above nor- 
mal as against 6 per cent for the older inmates 
of the institution. 


Over 300 cases with definite organic heart 


disease have been studied. These included 
both men and women, the ratio, of course, 
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varving with the type of heart disease. There 
were 207 cases of myocardial infarction. In 
some cases blood was collected while the 
patients were in the hospital suffering from 
an acute attack, but the greatest percentage 
was taken in the doctor's office some time 
after the acute episode. Some, for various 
reasons, were on a low-calorie, low-fat, or 
low-salt diet at the time the blood samples 
were taken. These, however, were all included 
in spite of the fact that the evidence indicates 
that all of these factors tend to bring about 
a lower extraction value. It will be seen that 
39.6 per cent of the myocardial infarction 
cases showed 53-hour extraction values over 
40 mg. per cent. This is in sharp contrast to 
the maximum found in any of the groups 
from the institution, which was 6 per cent. 
The 82 cases with atherosclerotic coronary 
heart disease showed about the same percent- 
age of abnormal values as found in the cases 
of infarction. Only 20.7 per cent of the 53 
cases with hypertension or hypertensive heart 
disease were above normal. The number of 
cases studied with angina pectoris or rheu- 
matic heart disease was too small to draw 
definite conclusions. It will be seen, however, 
that the results obtained on them correspond 
well with those which were obtained on 
normal subjects. 


CHOLESTEROL DISTRIBUTION IN VARIOUS SERA 


Number of 
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‘The 24-hour extraction values on the vari- 
ous subjects are shown in Table 2. It will be 
seen that in the 260 young inmates of the in- 
stitution the distribution of the 24-hour ex- 
traction values was very similar to the 53-hour 
values, showing that in this particular group 
of subjects, there was very little increased 
extraction with increased extraction time. 
The tendency for increased extraction with 
increased time was somewhat greater in the 
older inmates, but the extraction still re- 
mained considerably less than was tound in 
the older executives and physicians or in sub- 
jects with coronary thrombosis, atheroscler- 
otic coronary heart disease, hypertension or 
hypertensive heart disease. The significance 
of the increased extraction with increased 
time is not clear. Examination of the original 
data shows that when the 3-hour extraction 
value is below 31 mg. per cent, the 24-hour 
value seldom exceeds 40. 


Of the group of 207 cases with myocardial 
infarction, 31 were 65 years of age or older. .\ 
greater percentage of these older individuals 
showed normal extraction values than was 
the case in the younger patients. If the results 
on these older patients are eliminated from 
the calculations, then 44.3 per cent of the re- 
maining cases will be found to have elevated 
3-hour extractions instead of 539.6 per cent 


Age Percentage of 24-Hour Extraction Values Group 
Subjects 
Below 31 31-40 41-60 Above 60 
mg./100 cc, mg./100 cc, mg./100 cc, mg./100 cc, 
Yrs Per Cent Per Cent Per Cent Per Cent 
Normal Subjects 
260 17-25 94.6 5.0 OA Institution 
203 26-33 4.8 13.7 2.0 Institution 
131 34-45 86.4 9.8 3.8 Institution 
51 16 80.4 13.7 2.0 4.9 Institution 
Isl 17-25 85.2 12.5 1.1 11 Students 
48 26-33 70.0 25.6 44 Students 
67 33-45 712 20.0 8.8 Executives 
54 46- 47.2 28.3 20.7 3.8 Executives 
27 33-45 42.9 33.3 19.0 4.8 Physicians 
25 46- 52.0 24.0 24.0 Physicians 
Subjects with Various 
Cardiovascular Diseases 
207 40.6 19.8 22.2 17.4 Myocardial infarction 
82 42.7 19.5 17.1 20.7 Atherosclerotic coronary 
heart disease 
53 45.3 34.0 11.3 Hypertension and hvpertensis« 
heart disease 
5 60.0 33.3 6.7 Angina pectoris 
81.8 18.2 Rheumatic heart disease 


Taste 1 
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which was obtained for the group as a whole. 
Of the 207 cases with myocardial infarction, 
there were 180 men and 27 women, showing 
the usual predominance of men in this dis- 
ease. It is interesting to note that of the men, 
38.9 per cent showed 3-hour extraction values 
greater than 40 mg., while 44.4 per cent of 
the women showed 3-hour values greater than 
this. There were 52 men and 30 women in 
the atherosclerotic coronary heart disease 
group. Only 30.7 per cent of the men showed 
an elevated 3-hour fraction while 50 per cent 
of the women did. There was also a tendency 
for the women in the hypertension and hyper- 
tensive heart disease group to show a higher 
cholesterol extraction than is exhibited by 
the men. 

We found no definite correlation between 
the total cholesterol and our 3- and 24-hour 
extraction values. When the total cholesterol 
was well over 300 mg. per cent the 3-hour 
values were usually elevated, but we found 
quite a number of subjects with total choles- 
terol below 300 mg. who had a marked eleva- 
tion in the 3-hour values. We have, however, 
never had an elevated 3-hour fraction when 
the total cholesterol was below 200 mg. per 
cent, and only 2 per cent of 425 normal sub- 
jects with total cholesterol between 200 and 
250 mg. showed 3-hour extraction values over 
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40 mg. per cent. That there would be no 
definite correlation between total cholesterol 
and the 3-hour extraction values does not 
seem surprising. If our assumption is correct 
that cold chloroform extraction of the lyo- 
philized serum does not remove cholesterol 
present in the alpha- and_beta-lipoproteins, 
we should not expect to get an elevated 3- 
hour fraction as long as nearly all of the 
cholesterol was present in these forms. If the 
total cholesterol rose without a concomitant 
increase in the alpha- or beta-lipoproteins, 
then the 3-hour fraction would probably be 
increased. For example, if an individual had 
a normal total serum cholesterol of 150 mg. 
per cent and the concentration rose to 250 
mg. without a corresponding rise in the 
alpha- and beta-lipoproteins, the additional 
cholesterol would not be firmly bound to the 
proteins and should be extracted by the cold 
chloroform. 


The percentage of cases with total choles- 
terol values above 300 mg. per cent increased 
with age, but the same general values were 
noted in the various normal groups studied. 
For example, only 2 per cent of the 441 nor- 
mal subjects, age 17-25 were over 300 mg. 
while approximately 25 per cent of those 46 
years or older were over 300. The various 
normal groups of comparable age showed no 


CHOLESTEROL DISTRIBUTION IN VARIOUS SERA 


Number of Age Percentage of 24-Hour Extraction Values Group 
Subjects 
Below 31 31-40 41-60 Above 60 
mg./100 cc, mg./100 cc, mg./100 cc, mg./100 cc, 
Yrs Per Cent Per Cent Per Cent Per Cent Normal Subjects 
260 17-25 90.0 8.9 1.1 Institution 
203 26-33 78.3 16.2 4.9 0.6 Institution 
131 34-45 77.2 15.3 6.9 0.6 Institution 
5] 46- 72.5 17.7 2.0 7.8 Institution 
181 17-25 72.4 17.1 6.6 3.9 Students 
43 26-33 44.2 44.2 7.0 4.6 Students 
67 33-45 58.2 29.9 11.9 Executives 
54 46- 31.5 33.3 24.1 11.1 Executives 
27 33-45 28.6 19.0 28.6 23.8 Physicians 
25 4 36.0 16.0 32.0 16.0 Physicians 
Subjects with Various 
Cardiovascular Diseases 
207 25.6 21.7 19.8 $2.9 Myocardial infarction 
82 30.5 25.6 12.2 31.7 Atherosclerotic coronary 
heart disease 
5 28.3 34.0 20.7 17.0 Hypertension and hypertensive 
heart disease 
5 26.6 66.7 6.7 Angina pectoris 
11 54.5 36.4 9.1 Rheumatic heart disease 
TABLE 2 
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definite difference as far as total cholesterol 
was concerned. The percentage of patients 
with coronary thrombosis whose total choles- 
terol was over 300 mg. was considerably 
greater than was found even in the older age 
normal subjects, being 45 per cent as com- 
pared with 25 per cent for the older age 
normal groups. This tendency for the total 
serum cholesterol to be elevated in the young- 
er patient with myocardial infarction has, of 
course, been shown previously by different 
investigators. All the other cardiac groups 
studied, with the exception of those with 
rheumatic heart disease, tended to have 
elevated total cholesterol values. The per- 
centage of the groups showing values over 
300 varied between 32 and 48 per cent. 

The experimental results which have been 
presented show that there is, on the whole, 
a great difference in the cold chloroform ex- 
tractability of the cholesterol of lyophilized 
serum from young healthy male subjects as 
compared to older individuals of the pro- 
fessional or executive groups. Older subjects 
belonging as a whole to a poorer economic 
group showed much less deviation from 
values found in the young subjects than was 
shown by the professional or executive group. 
Although the reason for this difference re- 
mains to be determined, studies reported by 
Durant® on the fat content of the diet of 
professional and business groups compared 
with that of the general public, are of in- 
terest. His data based on the statistics of the 
Department of Agriculture show that the 
average American diet in 1910 supplied 32 
per cent of the total calories in the form of 
fat. This increased to 39 per cent in 1948. He 
further calculated that the fat consumption 
by business and professional men in 1948 was 
much greater than that of the general aver- 
age. His figures show these groups received 
58 per cent of their total calories in the form 
of fat. This, plus our own limited experience 
with the effect of variations in the fat content 
of the diet on the serum cholesterol distribu- 
tion seems to us to indicate that variations in 
the fat content of the diet may play a major 
role in the regulation of the cholesterol dis- 
tribution in the plasma; a high-fat diet tend- 
ing to increase the extractability and a low- 
fat diet to reduce it. 


The ultimate aims of any cholesterol frac- 
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tionation procedure of this kind would seem 
to be: (a) to be able to determine with rea- 
sonable accuracy what individuals are de- 
veloping atheromatous plaques, and (b) to 
provide a research tool to aid in finding out 
how the rate of development of these plaques 
can be retarded. A long term study on a large 
number of subjects involving follow-ups is, 
of course, necessary in order to determine 
whether our fractionation procedure will be 
of value in this regard. We are continuing 
our studies along these lines, and are at pres- 
ent making a comparative study of our 
method of fractionation with that of Gofman 
et alii.2 Studies are also being carried out 
on the effect of a low-fat diet with and with- 
out supplementation with lipotropic sub- 
stances, on the cholesterol distribution of 
subjects with elevated extractions. 


SUMMARY 


A comparative study has been carried out 
on the cholesterol extractability of lyophil- 
ized serum from people of low-income groups 
of various ages compared with business ex- 
ecutives and physicians. Similar fractionation 
was carried out on the serum of patients with 
various cardiovascular conditions. The re- 
sults show that the percentage with increased 
cholesterol extractability increased with in- 
creasing age, and was more accentuated in 
the higher income groups than in the low 
income group. The greatest percentage of 
elevated extractions was found in patients 
with myocardial infarction, or with athero- 
sclerotic coronary heart disease. It is suggested 
that a high-fat intake in relation to total 
caloric intake may be an important factor in 
bringing about an abnormally high concen- 
tration of the cholesterol which is extracted 
from the lyophilized serum by cold chloro- 
form. 
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DISCUSSION (Abstract) 


Dr. W. Ambrose McGee, West Palm Beach, Fla— 
I have known of the good work that Dr. Forbes and 
Dr. Camp have done for years, having been a self- 
selected guinea pig for them, so to speak, and have 
done work with them and with other patients for the 
past two and one-half years. 


I have also compared simultaneous blood samples 
sent to the Gofman Laboratories in California and to 
Dr. Labecki, who directs the Mississippi State Board 
of Health Heart Unit; comparing results at the same 
time with the three-hour extraction, and the results 
were certainly comparable. 


I realize that the value of cholesterol determina- 
tions is a controversial subject. Some of you feel it 
means very little. 

The fractionation method is a simple, practical, 
reasonably inexpensive method to guide us in coronary 
research. 

Also controversial is the use of different lipotropic 
agents to reduce the three-hour extraction, or Gofman 
macro-globules. 

I have taken one of these lipotropics for two and 
one-half years, and feel that on a low fat diet, if 
you take a sufficient amount of a choline-inositol- 
methionine and Bw group of food factors, the three- 
hour level seems lower than the other fractions. 

So long as we have nothing definite to prevent 
people with these high cholesterol fractions from be- 
coming potential coronary patients, it is wise not to 
sit back and wait until somebody proves something, 
when you or others are dying. We may as well con- 
tinue the low fat diet, and take capsules of a lipo- 
tropic medicine. It gives us a hope that, instead of 
rusting out, we may wear out. 

Dr. George T. Harrell, Winston-Salem, N. C.—Dr. 
Forbes, can these samples be shipped by mail safely 
to a central laboratory without alteration? 

Dr. Forbes—Yes. Dr. McGee and other physicians 
have sent some to me from Florida and they came 
through in a satisfactory condition. I like to get them 
by air mail, special delivery. I have kept serums in 
a refrigerator for a week in my own laboratory with- 
out any change whatsoever. 

Dr. Harrell—tIs that after separation? 

Dr. Forbes.—Yes. 


Dr. Harrell—And you mention that these are lyo- 
philized. They do not have to be lyophilized before 
they come to you? 


Dr. Forbes.—No. 


Dr. Forbes.—We have run a number of diabetics and 
quite a few of them show an elevated value but by 
no means all of them. The diabetics who have a 
definitely elevated total serum cholesterol nearly al- 
ways show an elevation in this fraction also. 

Dr. Harrell.—So it is no particular help above the 
total cholesterol? 

Dr. Forbes—It may be because we find this frac- 
tion elevated in some cases where the total cholesterol 
is within what we consider the normal range. 

Dr. Harrell—The point I make is that this seems 
to be true of diabetics as well as coronaries, or in 
both groups. 

Dr. Forbes.—It seems to be true in all groups. 

Dr. Frank W. Pickell, Baton Rouge, La——How about 
myxedema? 

Dr. Forbes—The few cases of myxedema that we 
have run all show an elevation in the three-hour 
fraction. 

Dr. J. F. A. McManus, Birmingham, Ala.—Is this 
an easy laboratory procedure? 

Dr. Forbes (closing)—It is fairly easy but it is a 
little time consuming. Five or six can be run in prac- 
tically the same time that is required for one. 


THE X-RAY DIAGNOSIS OF ORBITAL 
TUMORS* 


By P. Tuomas MANcuesteR, JR., M.D. 
Atlanta, Georgia 


The diagnosis and treatment of suspected 
orbital tumors is one of the most difficult 
problems encountered in the practice of oph- 
thalmology. Unilateral exophthalmos, which 
is, unfortunately, the only manner in which 
these tumors usually reveal their presence, can- 
not be accepted as definitive because this con- 
dition may be produced from various causes. 

In the past there have been two approaches 
to the problem, neither of which has been en- 
tirely satisfactory. One is to follow the patient 
clinically until the tumor has made its pres- 
ence known as a palpable mass or has caused 
obvious bone erosion. This, of course, runs 
contrary to the ordinary methods of handling 
suspected tumors in other parts of the body. 
Nevertheless, experience has shown that this 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 

*From the Department of Ophthalmology, Emory University 
School of Medicine, and the Grady Clay Memorial Eye Clinic, 
Grady Memorial Hospital, Atlanta, Georgia. 
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is often advisable because of the hazards associ- 
ated with the second method, which is surgical 
exploration. The likelihood of such complica- 
tions as strabismus and blepharoptosis is so 
great that most authorities are decidedly 
against orbital exploration merely for diag- 
nostic purposes and advise it only for those 
cases in which the diagnosis has been firmly 
established or in which the vision is jeopard- 
ized. Reese! says: 

“Unless a mass is palpable somewhere in the orbit, 
no surgery should be attempted. I believe that no 
orbit should be explored whether for biopsy purposes 
or for excision of any possible lesion, unless this lesion 
has manifested itself as a mass which can serve as an 
objective for the surgical approach. I cannot recall a 
single instance in which an orbit has been explored 
with benefit merely because there was an unexplained 
unilateral exophthalmos.” 

It is not ordinarily known how important 
a role the roentgenologist can play in the di- 
agnosis of orbital tumors. Too often, routine 
skull films are requested, which reveal noth- 
ing. The lesion ordinarily must have already 
reached an inoperable stage for these films to 
give evidence of bone erosion; and a smaller, 
encapsulated tumor may remain undiagnosed 
and may be left untouched at a time when it 
might be removed en masse. In those few 
clinics where orbital tumor patients are seen 
frequently and technics are standardized, even 
the type of tumor can often be determined 
by x-ray studies. Pfeiffer? made a presumptive 
diagnosis in approximately 42 per cent of his 
reported cases. 

Orbital tumor should be considered as a 
possibility in many instances other than the 
classical one of unilateral exophthalmos. For 
example, slow growing tumors can make room 
for themselves by compression of the surround- 
ing fat. The localized fat atrophy results in 
liquefaction and absorption of this tissue. 
Therefore, a space-taking lesion within the or- 
bit may enlarge and spread by replacement of 
fat with tumor without ever producing dem- 
onstrable exophthalmos. Patients, therefore, 
should be considered as potential tumor cases 
and should be given the benefit of these x-ray 
studies when there is evidence of: 

(1) Unilateral exophthalmos 


(2) Retrobulbar neuritis or prolonged unilateral 
papilledema 

(3) Ocular tumors which may have spread pos- 
teriorly 


(4) Palpable mass 
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(5) Unilateral optic atrophy or unexplained field 
defect 

Although the ophthalmologist needs 
help of the roentgenologist in reading 
x-ray films, he alone is responsible for the 
interpretation and application of their sig- 
nificance in the light of the clinical findings. 
Many of the changes produced by orbital tu- 
mors may be recognized by ophthalmologists 
who have no special training. 


the 
the 


Increased soft tissue density is the most 
frequent roentgenographic change, though it 
is non-specific. This phenomenon sometimes 
occurs with orbital hemorrhage or inflamma- 
tion. It is most marked with tumors contain- 
ing considerable fibrous tissue. Fossa forma- 
tion suggests a congenital tumor, usually a 
dermoid. An enlargement of the lacrimal fossa 
indicates a mixed tumor of the lacrimal 
gland. 


Elevated orbital pressure produces increased 
orbital volume and a visibly larger orbit. 
According to Pfeiffer,? this may take place 
in children within a period of several months; 
but, in the adult, a year or more is required. 

Dehiscences and rarefaction are of clinical 
importance because they indicate extension of 
the lesion beyond the normal confines of the 
orbit. It follows, therefore, that surgical re- 
moval of a tumor in such instances is more 
difficult or even impossible. 

Hyperostosis ordinarily suggests a sphenoid 
ridge meningioma. It also occurs in associa- 
tion with other tumors and osteitis fibrosa 
cystica. 

Involvement of the orbital apex is most 
likely to produce enlargement or irregularity 
of the optic foramen. X-ray study of the optic 
foramen has its greatest importance in the 
diagnosis of gliomas, neuroblastoma, menin- 
gioma, and retinoblastoma. 

These special x-ray views do not always re- 
veal changes even in the presence of an actively 
growing neoplasm. In such instances, further 
diagnostic studies may be carried out. 


NEW TECHNICS 


‘Tomography is a useful device by which it 
is possible to make an x-ray picture of a sec- 
tion of lung or other tissue at any desired level 
and undisturbed by the shadows of other tis- 
This method 


sues above or below this level. 
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has proved most valuable for differentiating 
solid and cystic lesions of the chest. It has 
some usefulness for studying various depths 
of the orbit. 


A second new roentgenologic approach to 
the problem of orbital tumor is the use of 
artificial orbital emphysema to reveal the pres- 
ence of a solid mass behind the eye. It is 
possible to inject from 10 to 30 cc. of air into 
the orbit, and then by x-ray studies to dem- 
onstrate the configuration of this translucent 
air as it disseminates and outlines the tumor. 
The difficulties associated with this proced- 
ure arise from the uncomfortable proptosis 
which the patient develops and trom the con- 
stant danger of air embolism. 


The use of air injection into the orbit com- 
bined with tomography is described in an 
article? in the September, 1952, issue of the 
American Journal of Ophthalmology. This 
method improves the accuracy of the films 
and increases the percentage of positive diag- 
noses. 


A third technic which should be included 
in this list of new methods is arteriography. 
Cerebral arteriography is an extremely useful 
tool for the neurosurgeon. Ordinarily, iodopy- 
racet is injected into the common carotid or 
the vertebral artery and then skull films are 
made to reveal abnormalities in the position- 
ing or configuration of cerebral vessels. The 
ophthalmic artery branching from the carotid 
artery is the first large vessel to be identified 
within the cranial cavity. However, the ves- 
sels inside the orbit are so small that it would 
be impossible to detect minor displacements 
or distortion of their distribution. Therefore, 
routine cerebral arteriograms would not often 
reveal the presence of an orbital tumor. There 
is, however, a phenomenon called “staining,” 
which is an intensification of dye shadow pro- 
duced by the slowing of circulating blood as it 
passes through the tortuous channels within a 
tumor. There is a concentration here of the 
dye, which is revealed in the roentgenograms. 
When this “staining” occurs, it is actually pos- 
sible to make a specific diagnosis of the type 
of lesion involved. In the brain this has been 
accomplished with arteriovenous anomalies, 
angiomas, meningiomas, glioblastomas, and 
astrocytomas. Because of the fact that most 


orbital tumors are extremely vascular, this 
method should frequently provide positive 
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results for ophthalmology. Grino and Billet* 
advise the following technic: 

Under local anesthesia a No. 18 needle is inserted 
through the skin into the common carotid artery of the 
neck. Ten cc. of iodopyracet is injected as quickly as 
possible. In the short period of four to five seconds 
required for the dye to enter the arterial circulation, 
pass through the capillaries, and out the venous chan- 
nels, serial x-ray pictures are made very rapidly. In 
this way one obtains arteriograms and venograms as 
well as capillograms. When this step has been finished, 
the entire procedure is repeated in order that more 
films may be made from a different angle. 

A final method is called orbitography. Dur- 
ing the past year in the x-ray services of Emory 
University, Dr. José Bonmati and I have been 
injecting radiopaque dyes directly into the 
orbit of suspected tumor cases. This method 
has proved to be most effective because the 
shadow cast by these dyes is as dense as that 
of bone; and, as the liquid fills the orbit, it 
spreads around the tumor, thus outlining it 
in the roentgenogram. In this way, it has 
been possible to determine the size and loca- 
tion of the lesion as well as its presence. Our 
greatest problem lay in the irritation and oc- 
casional necrosis produced in the tissues by 
these dyes. It was necessary, therefore, to de- 
velop a special technic to avoid this compli- 
cation. Through experimentation it was 
found that an injection of a definite amount 
of hyaluronidase preliminary to the injection 
of the dyes prepares the tissues for the irritant 
so that there is no resultant necrosis. 


If, however, there may still be doubt about 
the diagnosis of an orbital tumor, a further 
recourse is possible in young patients: a short 
period of x-ray therapy, 1,200 to 1,600 roent- 
gen units, followed by observation for six or 
eight weeks may reveal complete disappear- 
ance of all symptoms and signs, after which a 
presumptive diagnosis of angioma or lym- 
phoma can be made.5 


CONCLUSIONS 


Use of the new x-ray technics, to wit, em- 
physema, tomography, angiography, and con- 
trast orbitography as well as x-ray therapy, 
should greatly improve our present day ap- 
proach to the difficult problem of orbital 
tumors. 
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THE SIGNIFICANCE OF THE 
KERATOPATHIES* 


By F. Putnizy Catnoun, Jr., M.D. 
Atlanta, Georgia 


The large group of corneal conditions 
spoken of as degenerations and dystrophies 
has always provided a confusing problem to 
both student and practitioner because of the 
varied terminology and the hopelessness of 
treatment in many instances. The ultimate 
discovery of the true nature of these conditions 
depends on future advances in the fields of 
chemistry, pathological physiology and ge- 
netics. 

In this one large category of the several 
types of diseases of the cornea there are at 
present several conditions which result from 
known previous inflammation or injury 
or which follow known systemic disturbances 
of metabolism. Some represent retrograde 
changes in original or host tissue and others 
represent changes occurring in acquired tissue, 
as in a scar. It matters not so much whether 
each should be designated as a dystrophy or a 
degeneration but more that the cause of the 
condition is known. In some conditions the 
presenting signs may be inflammatory yet the 
underlying cause be actually a known nutri- 
tive or metabolic disturbance. It would be 
misleading to use the term keratitis for these 
conditions. 


For the same reason that hypertensive reti- 
nopathy was formerly designated hypertensive 
retinitis until its true nature was clarified, the 
Symposium on Corneal Disease at the 1950 
meeting of the American Academy of Ophthal- 
mology and Otolaryngology proposed the 
term keratopathy to designate those degenera- 
tions and dystrophies of the cornea occurring 
after known inflammation, injury or metab- 
olic disturbance.! 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 
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It is the purpose of this presentation to out- 
line this group of conditions and to discuss 
important points in its treatment. It is in- 
tended to discuss only the more common and 
important conditions in this category and 
several possible additions may occur to the 
reader. It is not intended to force a change 
in nomenclature, and the conventional terms 
will still be employed. 


In this list of the major keratopathies, as 
presented by the Corneal Symposium, it is 
seen that these conditions may occur at any 
location in the cornea and may be separated 
on a basis of unilateral or bilateral occurrence. 
In general, the unilateral ones are secondary 
to known trauma or inflammation, whereas 
the bilateral ones result from known constitu- 
tional disturbances.* 

Keratopathies—Central, Peripheral, or Both 
(after Dunphy?) 
Unilateral 
Salzmann’s nedular “dystrophy” 
Band keratopathy (secondary) 
Lipid keratopathy (secondary) 
Bullous keratopathy 
Neurotrophic keratopathy 
White rings of the cornea 
Bilateral 
Keratitis sicca 
Keratomalacia 
Band keratopathy 
Lipid keratopathy 
Hurler’s disease 

Salzmann’s nodular dystrophy is a rare con- 
dition occurring in eyes previously affected 
with phlyctenular keratitis.2 The condition 
is not familial, but usually affects females and 
is unilateral. Clinically, there are several 
bluish-white nodules causing marked prom- 
inences on the surface of the cornea. The his- 
tological picture is variable but usually Bow- 
man’s membrane is destroyed and the super- 
ficial lamellas show fibrillation, degeneration 
and eventual scarring. No foreign material is 
deposited. The treatment is excision or shav- 
ing off of the nodules, or lamellar kerato- 
plasty.t The unfortunate name of the condi- 
tion causes it to be confused with Groenow’s 
nodular dystrophy, which is an entirely dif- 
ferent type of condition. 


Band keratopathy, known also as zonular 
dystrophy or band keratitis, may occur sec- 
ondarily following severe chronic intraocular 
disease, or primarily in certain systemic meta- 
bolic disorders. In either case the condition 
always occurs in the interpalpebral fissure and 
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begins near the termination of Bowman's 
membrane, leaving a clear zone of cornea in 
the periphery. The condition then gradually 
extends from each side and merges in the cen- 
ter of the cornea. 


As an example of primary band keratopathy 
occurring in the absence of intraocular dis- 
ease, Cogan, Albright and Bartter® reported 
19 cases of band keratopathy and calcification 
of the cornea in patients with hypercalcemia. 
Four of these patients had hyperparathyroid- 
ism, five had vitamin D poisoning, two had 
sarcoidosis, and eight had severe renal dam- 
age owing, in some, to high calcium and high 
alkali intake. 

The earliest histologic change in band kera- 
topathy is the deposition of calcium salts in 
Bowman’s membrane. The calcified Bow- 
man’s membrane then separates and a dense 
fibrous tissue develops between it and the 
epithelium. Further deposition of calcium 
salts and refractile hyaline material occurs in 
this fibrous tissue, causing the cornea to be 
thickened in these areas. 


In severe cases of band keratopathy the 
“oyster-shell” placques may become very ir- 
ritating and a smoother corneal surface can 
be obtained by scraping off or excising the 
calcified placques. Recently, Linhart® has de- 
scribed a method of dissolving these calcium 
salts by applying a 2 per cent solution of hy- 
drochloric acid after curettement, and Grant? 
has described another method in which, after 
trying numerous chemicals, he found most 
efficacious the sodium salt of ethylenediamine- 
tetracetic acid. 

Lipid Keratopathy.—The deposition ot tat 
may occur in the cornea secondarily, follow- 
ing some local disease, or primarily in associ- 
ation with some systemic disturbance of lipoid 
metabolism. Our ability to analyze the lipoids 
in tissues by staining methods is very uncer- 
tain. Moreover, much fat is in such fine di- 
vision or so held in chemical union that it is 
unstainable by any means. An excess of fat 
may be brought to the normal cell or it may 
be brought to a cell which is injured and in- 
capable of using up its fat with normal rap- 
idity. Injuries of many types may cause the 
liberation of the “invisible fat” in the cell 
body. Tissues in the neighborhood of such 
areas of cell destruction may absorb or engulf 
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by phagocytic activity the fats set free from 
those disintegrating tissues.§ 

Heath® believes that in the cornea the deep 
deposition of fat always comes from without 
and that it is not a dystrophy of corneal tissue. 
He groups a variety of conditions under the 
heading “lipin keratitis” and says that “any 
mechanism precipitating or coarsening the 
normally fine fat emulsion can produce a for- 
eign body type of reaction with great cellular 
response.” 


Katz and Delaney’? in an exhaustive review 
of the subject of fatty degeneration of the 
cornea found only eight previously reported 
cases of true primary dystrophia adiposa cor- 
neae and reported one additional case. These 
authors emphasized the fact that primary fatty 
degeneration of the cornea is, therefore, rare 
and the nature of the systemic fat disturbance 
is not understood. 


Even with elaborate analyses of the blood 
lipids it is difficult to establish definitely the 
presence of a disturbance of fat metabolism. 
The presence of an elevated blood cholesterol 
means very little by itself because in cases of 
lipoid nephrosis or diabetic lipemia in which 
the cholesterol may be very high the corneas 
are normal. The total fatty acids, neutral fat 
and phospholipids should also be deter- 
mined.1! 


The common clinical problem is the case 
with progressive, bilateral, deep, central opaci- 
fication in which the infiltrate has a gray or 
yellow cast. There usually is no history of 
injury or inflammation, general examination 
is not remarkable, and the simple and prac- 
tical blood lipin studies are normal or equivo- 
cal. In these cases one is justified in consid- 
ering a low fat cholesterol free diet, the use 
of lipotropic substances, lamellar or penetra- 
ting keratoplasty. 

Bullous keratopathy may occur secondarily 
to endothelial dystrophy (cornea guttata) 
which is a condition of unknown cause. In 
this instance it is called Fuch’s epithelial dys- 
trophy. Bullous keratopathy may also occur 
following changes in the endothelium of 
known cause, such as chemical or surgical 
damage to the endothelium, the adherence of 
lens or anterior hyaloid membrane to the back 
of the cornea; or overlying the posterior cor- 
neal membrane in epithelization of the an- 
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terior chamber;'* or more typically in long- 
standing glaucoma. 

According to the theory of Cogan,’ the 
corneal epithelium and endothelium act as 
semipermeable membranes and the stroma is 
normally kept in a steady state of dehydration 
by the relative hypertonicity which the aque- 
ous and the pre-corneal film exert at their 
respective corneal surfaces. A reversal of this 
fluid movement occurs when one of the sur- 
face membranes is damaged or diseased, al- 
lowing hypertonic fluid to penetrate the cor- 
nea and affect the fluid movement across the 
other membrane. The clinical occurrence of 
a localized area of epithelial edema directly 
overlying the site of a localized endothelial 
disturbance is thought by Cogan to be due to 
an abnormal salt content within the cornea 
at that point.' 


In patients with corneal edema and bullous 
keratopathy any factor which increases the 
relative hypertonicity of the pre-corneal tear 
film will benefit the epithelial condition. Cor- 
neal edema is worse in the morning after 
sleep and in an air-conditioned room or after 
crying, due to the lack of evaporation and 
consequent dilution of the tears. 


There are several ways in which the de- 
hydrating effect of the tears may be artificially 
increased and corneal edema temporarily re- 
lieved. Cogan increased evaporation by in- 
genious air-tight calcium chloride spectacles. 
The effect of glycerin in reducing epithelial 
edema is well known. Hypertonic solutions 
and ointments are practical methods of re- 
ducing epithelial edema but do not reduce 
bullae. Frequent instillations of 2 or 3 per 
cent solution of sodium chloride or ointment 
are beneficial in many mild cases. A very ef- 
fective ointment is that suggested by Simp- 
son:'* sodium chloride, 3.00; glycerin, 1.50; 
distilled water, 9.00; aquaphor, 13.00. Probing 
of the nasolacrimal duct is indicated if stenosis 
is present. 

If a bulla of the cornea is intact, it should 
be treated by firm pressure dressing. If the 
bulla is broken and there is present essentially 
an abrasion, healing will occur more promptly 
if the rest of the epithelium is removed and 
Bowman’s membrane cauterized with half- 
strength iodine. The eye should be tightly 
bandaged until healing is complete. 


Additional methods of reducing the fluid 
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content of the tears have been suggested. At- 
tempts to decrease function of the lacrimal 
gland by extirpation or diathermy have had 
varied results, failures being considered due 
to incomplete destruction or hypertrophy of 
remaining or accessory lacrimal gland tissue." 


Retrobulbar injections of alcohol obliterate 
the sensory pain stimulus responsible for in- 
creased tearing and further dilution, and pos- 
sibly also inhibit the post-ganglionic parasym- 
pathetic fibers which have to do with lacrimal 
secretion. A more permanent elimination of 
the fluid component of tears has been pro- 
duced by the intracranial section of the great- 
er superficial petrosal nerve which procedure 
interrupts the preganglionic fibers to the lac- 
rimal gland. 


Finally, the prevention of adhesions be- 
tween the vitreous, lens capsule, iris and the 
posterior surface of the cornea will reduce 
the number of cases of bullous keratopathy. 
The early recognition and treatment of ad- 
hesions of the anterior hyaloid membrane to 
the cornea after uneventful cataract surgery 
has been described by Reese.'® 


Neurotrophic keratopathy or neuroparalytic 
keratitis is the clinical picture produced by 
a lesion to the fifth nerve in the peripheral 
trunk, in the gasserian ganglion or in the 
supraganglionic tracts. According to Duke- 
Elder"? it is due to the fact that “the abnormal 
metabolism of the epithelial cells consequent 
on the loss of the controlling influence of the 
sensory nerves puts them in a position in 
which they fail to resist the effects of trauma, 
desiccation, or infection which they normally 
would withstand.” The clinical picture is an 
epithelial edema followed by vesiculation, 
massive exfoliation of the epithelium and fre- 
quent secondary infection. The greatest dan- 
ger is immediately after the lesion is produced, 
and patching or an air-tight spectacle may be 
necessary. In unpublished experiments on 
rats in which he was able to destroy the 
ophthalmic divisions of the trigeminal nerve, 
Friedenwald'> found that the corneal epithe- 
lium could be completely protected from any 
change by sewing the lids together betfore- 
hand. This suggested that the corneal lesion 
was not due to the loss of any direct neuro- 
trophic influence on the cornea but due to 
indirect vascular or metabolic effects, viz., the 
conjunctiva or lacrimal glands. 
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White rings of the cornea are rare small 
circles of fine white dots described by Coats.!® 
They are usually situated near the limbus but 
may occur centrally. Vision is not impaired. 
Histologically, the dots are composed of glob- 
ules of fat or calcium lying in or slightly be- 
neath Bowman's membrane. The epithelium 
is undisturbed. Histological studies have been 
made in only four cases.2° The condition 
probably results from a forgotten minor in- 
jury. 

In keratitis sicca, by which we mean changes 
in the cornea due to deficient lacrimal secre- 
tion, we find punctate staining areas in the 
epithelium, characteristic epithelial filaments, 
and punctate or linear opacities in the stro- 
ma. The condition may be either congenital, 
traumatic or spontaneous. When occurring in 
women past the menopause, it produces Sjé- 
gren’s syndrome, in which there is a poly- 
arthritis and an associated defect in the sali- 
vary and sweat gland secretions. A related 
epithelial change is the desiccation and kera- 
tinization seen in lagophthalmic keratitis due 
to inadequate closure of the lids. Mild cases 
of deficient lacrimal secretions may be bene- 
fited by various proprietary tear substitutes. 
Severe cases require closure of the lacrimal 
puncta which is sometimes difficult to do 
permanently. Probe cauterization in addition 
to a suture is usually necessary. 

Keratomalacia describes the haze and infil- 
tration of the cornea following xerosis or ker- 
atinization of the epithelium forming part of 
a symptom-complex involving the entire ecto- 
dermal layer of the body caused by a defici- 
ency of vitamin A. There are manifestations 
of this condition in the skin and its append- 
ages, mucous membranes, and the central ner- 
vous system. It is likely that the change in the 
epithelium is not due to a deficient lacrimal 
secretion but to an incompletely understood 
change in the tissues themselves. 

Although vitamin A is used in local prepa- 
rations for the skin and eye, it is not utilized 
by the epithelial cell directly. It must be ab- 
sorbed and metabolized and only influences 
the epithelial cell through a systemic effect. 
DeRoetth*! showed that keratomalacia in rats 
was cured by the local use of vitamin A in 
the eye only because it was absorbed into the 
system through the lacrimal ducts. No effect 
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was produced if the lacrimal ducts were oc- 
cluded. 

Hurler’s disease, also called gargoylism or 
lipochondrodystrophy, is a systemic disturb- 
ance in children characterized clinically by 
dwarfism, mental retardation, facies resemb- 
ling that of cretinism, thickening of the skin 
and periarticular structures, and cloudy cor- 
neas. 

According to the recent investigations of 
Reilly and Lindsay,** the basic lesion of this 
disease is the intracellular and extracellular 
deposition and storage of a substance giving 
the histochemical reaction for glycogen and 
not fat as had been previously assumed. Cer- 
tain data presented by these authors suggest 
that the glycogen may be combined with a 
protein. The condition is, therefore, probably 
a macromolecular storage disease similar to 
von Gierke’s disease, Gaucher's disease and 
Niemann-Pick’s disease. The characteristic 
cellular lesion is a swelling of the cytoplasm 
resulting in enlargement of the cell in many 
instances. The widespread involvement of 
most tissues of the body explains the protean 
clinical manifestations. 

The clouding of the corneas begins near the 
end of the first year of life, gradually increases 
and becomes stationary at the fourth or fifth 
year. Biomicroscopy shows myriads olf {ine 
refractile dots, chiefly in the deep layers. Vas- 
cularization does not occur. Sections show 
swelling of the cytoplasm of the fixed corneal 
corpuscles. In the late stages, there is thin- 
ning and rupture of Bowman's membrane, and 
an infiltration into Bowman's zone by large 
cells containing finely granular material. 
There is no known treatment for the con- 
dition. 

SUMMARY 


A review has been given of those degenera- 
tions and dystrophies of the cornea which fol- 
low known inflammation or trauma, or ac- 
company known systemic metabolic disturb- 
ances. The use of the term keratopathy to 
designate a condition of this type avoids the 
misleading word “keratitis,” helps to clarity 
the understanding of the true nature of the 
condition and encourages a more direct ap- 
proach in treatment. It is expected that the 
number of conditions on the list will be in- 
creased by future scientific advances. 
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DISCUSSION (Abstract) 


Dr. Seymour B. Gostin, McKinney, Tex.—Il wonder 
if you have seen any difficulty, such as a dry eye, 
after sectioning of the great superficial petrosal nerve 
in the treatment of bullous keratitis. I ask this be- 
cause one week ago I had occasion to examine a 
patient who nine months prior to examination had a 
chemical sectioning of the second division of the ftitth 
cranial nerve as well as destruction of the spheno- 
palatine ganglion with a resultant dry eye and per- 
sistent punctate keratitis. The chemical section men- 
tioned was accomplished with phenol and had the 
same depressant effect on the production of tears as 
that described by Lorand Johnson after intracranial 
sectioning of the great superficial petrosal nerve. 

Dr. Calhoun.—Greater superficial petrosal neurec- 
tomy is usually performed for the relief of cephalalgia 
and extreme headache. Of course, the thing they do 
not want to develop in those cases is keratitis sicca. 
Actually, in our cases of bullous keratopathy a rela- 
tive drier condition is desired. 


If the cornea of the patient you mentioned was 
normal beforehand I would assume that the damage 
to the greater superficial petrosal nerve probably pro- 
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duced keratitis sicca or at least was responsible for 
the epithelial changes. 

Dr. Gostin—I wondered if Dr. Johnson’s cases de- 
veloped the same picture, or in your experience 
whether it did. 


Dr. Calhoun (closing)—As mentioned before, the 
operation concentrates the tears, thereby reducing the 
edema of the corneal epithelium. In bullous keratop- 
athy, therefore, the effect is beneficial in contrast to 
that produced in a normal eve. 


ALLERGY OF THE EYELIDS* 


By A. Forp Wo tr, M.D. 
Temple, Texas 


Basically there are three types of lid and 
conjunctival allergy. First to be discussed is 
vernal conjunctivitis, although we are not 
sure it is a pure allergy. It is characterized 
by an inflammatory reaction of the conjunc- 
tiva and occasionally of the limbus with flat 
topped cobblestone type papules, and a mu- 
cinous_ discharge containing eosinophils. 
Symptoms include lacrimation, itching, red- 
ness and often photophobia. It occurs most 
often in the young, usually at onset of hot 
weather, and disappears with cool weather. 
It may recur for several seasons but generally 
is self-limited and seldom recurs more than 
five to eight times. Rarely the lid type be- 
comes chronic or perennial; the limbic or 
corneal type is purely seasonal. A great many 
possible causes for it have been advanced, 
including pollen sensitivity, bacterial reaction 
and sensitivity, fungus spores, endocrine and 
autonomic nervous system dysfunction, food 
allergy, and more lately, a hypersensitiveness 
to light based on a sensitizing substance such 
as porphyrin found in certain individuals. 
This last theory is attractive. Light sensitivity 
seemed to be the major factor in a few cases 
with which we have dealt. There apparently 
are accessory factors, however. One of our 
patients, a farm lad, has made about 75 per 
cent recovery with grain dust desensitization, 
and house dust extract did about the same 
for another patient. 


Bowen! feels that the oily fraction in pollen 
is responsible and he has used the oil extract 


*Read in Section on Allergy, Southern Medical Association, 
_— Annual Meeting, Atlanta, Georgia, October 26-29, 
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in desensitizing doses in treatment. Hansel? 
and Feinberg* and others feel that mold 
spore sensitization is important and they have 
reported good results with mold desensitiza- 
tion. In general, vernal conjunctivitis is un- 
common as compared to the incidence of the 
other types. 


The second type of allergy of the lids is 
acute edematous conjunctivitis. It is charac- 
terized by acute onset, marked glassy swelling, 
clear stringy secretion containing numerous 
eosinophils, itching and lacrimation. The 
cause is most often airborne pollen and the 
patient usually has at the same time a severe 
episode of hay fever. Rarely there are other 
causes, such as contact with special types of 
dust, irritant plants, animal danders and 
animal blood. 


Treatment of the acute attack is ordinarily 
simple. The swelling generally subsides nicely 
after the use of epinephrine drops or corti- 
sone drops, or even one of the antihistamines 
locally. More prolonged control involves at- 
tention to the pollen sensitivity by avoidance, 
desensitization, or blocking the allergic re- 
sponse by use of cortisone or antihistamines. 


Acute localized angio-edema of the lids 
might be mentioned. Usually, however, this 
is not strictly an eye or lid affair. It may re- 
sult from foods, drug sensitivity or any of the 
causes of urticaria or angio-edema, and it is a 
local manifestation of a general systemic al- 
lergy. 

The third type is eczematous dermato- 
conjunctivitis. This comprises the largest and 
most important group of cases of allergy of 
the lids. 


The lids constitute perhaps the most sensi- 
tive and vulnerable skin of the body. People 
touch their lids many times each day, rub- 
bing or scratching or extracting small amounts 
of secretion and dust or other foreign bodies 
from the inner canthus. Thus many irritants 
and sensitizers come in contact with the lids 
and conjunctivae. Whether the conjunctivae 
are involved depends upon whether they are 
subject to contact with the allergen. In most 
cases of contact dermatitis with dyes, nail 
polish, cosmetics, shampoo, wave set or rinse, 
the conjunctivae are not affected. These ma- 
terials generally produce a periorbital or lid 
dermatitis. 
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On the other hand the process may start 
in the conjunctiva when the cause is some- 
thing used primarily in the eye, such as eye 
drops or ointments or other medication. In 
that case the lids become involved by spread 
and not infrequently a streak of dermatitis 
can be seen where the fluid or the tears ran 
down the face near the nose. 


The picture presented by allergic dermato- 
conjunctivitis will vary depending on the 
severity and duration of the process. Usually 
it is characterized by a dry eczematous re- 
action of the lids and surrounding skin, papil- 
lary conjunctivitis, conjunctival eosinophilia, 
and itching. 

When the process is of long standing there 
are often multiple causes. The original sen- 
sitizer may not have been contacted in a 
long time but other secondary allergens keep 
the condition going. Multiple sensitization 
develops because the already damaged skin 
offers less than normal protection to irritants 
and minor allergens. 


Perhaps in most cases the offender is carried 
to the lids by the fingers. Nail polish derma- 
titis is a good example. It is exceedingly rare 
to find nail polish dermatitis of the fingers 
or hands where the most frequent contact 
occurs. Now and then we see the sides of 
the neck involved but the lids are the prin- 
cipal areas affected. 

Another frequent cause is shampoo, espe- 
cially the cream type, as pointed out by 
Swinny.* 

Wave sets and rinses may produce trouble 
but often cause dermatitis elsewhere about the 
scalp and are thus easily detected. Materials 
used on the hair are apt to affect the upper 
lid more than the lower one. 

From the standpoint of the ophthalmologist 
important causes of trouble include many 
of the drugs used in the eye. Atropine often 
causes trouble as do other alkaloids. Theo- 
dore® has recently called attention to drug ir- 
ritation rather than actual drug allergy and 
he feels that much of it is due to the use of 
old solutions in which degradation products 
occur. He advocates the use of fresh solu- 
tions with attention being directed to a phys- 
iological pH. 

Apparently all of the local anesthetics used 
in the eye can cause allergic reaction. It is 
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probable that cocaine, holocaine® and meta- 
caine® cause fewer reactions than do tetra- 
caine, butyn,® larocaine® or dibucaine. 

The antibiotics, especially penicillin, ap- 
plied locally as an ointment or used as drops 
in the eye, are capable of causing a severe 
reaction. Penicillin made in Britain is said 
not to produce such allergic reaction. We are 
in the process of testing some penicillin oint- 
ments from Britain but our findings are not 
yet conclusive. 

The sulfonamides are potent causes of trou- 
ble. About 20 per cent of all patients using 
sulfonamide ointments over any long period 
of time become sensitive to them and the re- 
action rate is apt to be higher with ocular 
use than elsewhere. A dusky edematous red- 
ness of the eyes may likewise appear when 
certain sulfa drugs are taken internally. 


Mercurial antiseptics such as the familiar 
yellow oxide may cause trouble. So may mer- 
thiolate,® metaphen® and similar prepara- 
tions used as preservatives in ophthalmic so- 
lutions. Even ophthalmic cortisone may cause 
ocular allergy. 

Other causes of dermato-conjunctivitis or 
periorbital dermatitis include cosmetics, eye- 
brow and lash dyes, dyes in clothing and 
various metals. One of our patients was a 
lady who ran a small store selling children’s 
school supplies. She handled many pennies 
and nickels. Her periorbital dermatitis was 
due to nickel sensitivity, a true case of a person 
being broken out from money, if not with it. 
Again the hands transported the allergen. 

In diagnosis there are two conditions that 
must be differentiated. One is seborrheic der- 
matitis. In addition to involving the lids, it is 
apt to cause dermatitis behind the ears, at the 
back of the neck and around the nasolabial 
folds. Likewise, there is often a scaly desqua- 
mation in the eyebrows. Typical cases offer 
little diagnostic difficulty but we have seen 
a number of patients who started out with 
seborrheic dermatitis and as a result ol rub- 
bing or irritation from medications developed 
a superimposed allergic or contact dermatitis. 

The other condition that may cause some 
confusion is chronic infectious eczematoid 
dermatitis of bacterial origin. This differs 
from periorbital contact dermatitis in that 
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there is more blepharitis; there may be super- 
ficial epithelial keratitis involving the lower 
half of the cornea seen best on slit lamp exami- 
nation; there is a positive conjunctival bac- 
terial culture, usually Staphylococcus: and fi- 
nally an absence of eosinophils in the secre- 
tions. Actually there probably is a bacterial 
allergy as well as bacterial infection in these 
cases. This is the reason they are difficult to 
clear up. Antibacterial therapy must be com- 
bined with the immunologic use of vaccines 
or toxoid. 

Diagnosis of all types of periorbital derma- 
titis starts and many times ends with a good 
history. Patch tests can then be carried out 
with materials under suspicion. These must 
be left on for 48 hours unless, of course, irri- 
tation begins before that time. Patch tests may 
be negative to the offending agent because the 
area being tested may not be so sensitive as 
the lids are. 


One should not patch test with sulfathia- 
zole. If the patient is sensitive to it, a severe 
flareup in the eye condition and even a gen- 
eralized eruption can occur. 


Intradermal skin tests to foods are not apt 
to be of help in this condition. Foods have 
a causal relation only when the food becomes 
a contactant as for example when egg white 
accidentally comes in contact with the lid, or 
in the case of bakers who may get a dermatitis 
from wheat flour. In general, ocular tests 
should be avoided because they are too haz- 
ardous. 


Overtreatment is one of the most important 
causes of failure to heal. As a succession of 
ointments and drops are used very often, the 
patient may develop an irritative or an allergic 
reaction to one of them. It is possible to cure 
many cases without ever discovering the cause 
simply by explaining to the patient that in all 
probability she has been carrying the offender 
to her lids with the fingers. This is a much 
more effective way to keep their hands off 
than trying to persuade them not to rub or 
scratch. 


Simple measures usually suffice in local 
treatment. In the early or semi-acute stage, 
wet dressings of boric acid, Burow’s solution, 
or plain cold water followed by plain cold 
cream or petrolatum in the drier stage may 
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be adequate. Antipruritic ointments are anti- 
pruritic for only a short time and may cause 
irritation if used too often. 


Cortisone solution as drops and hydro- 
cortone ointment are of considerable help. 
This is perhaps the ideal place to use the oint- 
ment because of the small area involved. We 
have been highly pleased with the use of 
hydrocortone ointment in most allergic dis- 
eases of the lids. Neomycin or bacitracin 
ointments are used if there is infection. In 
general, we have been quite disappointed in 
antihistamine creams, both because of the 
lack of healing and because several patients 
had definite flare-ups after their application. 
Quotane® ointments or lotions containing 
camphor may cause trouble. None of the 
“caine” local anesthetics is used as an oint- 
ment about the eyes because of the frequency 
of sensitization. Penicillin ointment, like 
sulfathiazole ointment, causes too much sen- 
sitization to warrant its use. 


The three main points of treatment are: 


(1) A correct diagnosis. Not all red, swollen 
lids are allergic. 


(2) Detection and elimination of the of- 


fending agent or desensitization if that is feas- 
ible. 


(3) Avoidance of harm by injudicious or 
overtreatment. 


Without avoidance of the cause, the most 
elaborate treatment is of little avail; with 
avoidance of the cause, the simplest treatment 
suffices. 
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DISCUSSION (Abstract) 


Dr. Edna §. Pennington, Nashville, Tenn.—I shall 
confine my remarks chiefly to the dermatitis rather 
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than the dermato-conjunctivitis with which I have 
had only limited experience except as it occurs in 
conjunction with hay fever. 


In the first place, I cannot emphasize too much 
what Dr. Wolf has said about the contact factors and 
the importance of keeping the patient’s fingers off 
the eyelids. Perhaps the most important and the most 
explicit instructions I give the patient is to keep his 
fingers away from his eyelids and that he not touch 
the eyelids or face at all without using an uncontami- 
nated piece of facial tissue or cotton. 


History often reveals drug ingestion, use of nail 
polish, dyes, mascara, cosmetics and so forth and 
even though we cannot obtain a positive history of 
any drug or contact, we often obtain results by strictly 
limiting the’ use of drugs and absolutely forbidding 
anything coming in contact with the eyes or eyelids 
except the simplest medications such as vaseline or 
boric acid compresses. Treatment, of course, consists 
of eliminating the cause and when we have done this 
we need practically no local therapy. 


Any external medications including antihistamine 
ointments and antibiotic ointments may cause a 
dermatitis; therefore, I never use such local applica- 
tions. Any topical applications being used by the 
patient are discontinued. If they have been prescribed 
by an ophthalmologist for an eye condition and a 
dermatitis results, the ophthalmologist and allergist 
should concur in discontinuing or changing such 
treatment. If the dermatitis does not clear up with 
such simple methods we consider the possibility of an 
atopic etiology and proceed accordingly. 


Skin tests are done in patients when contact or 
drug factors do not seem important. We pay the same 
attention to skin tests as in other allergic conditions 
and I believe obtain comparable results. Occasionally 
there are sensitivities to inhalants and pollens which 
are important. Particular attention should be directed 
to the possibility of bacterial and fungus ids which 
often occur on the eyelid and around the eyes, both 
alone or in conjunction with other allergic dermatoses. 
We think mold allergy is frequently a cause of con- 
junctivitis and dermatitis around the eyes, especially 
in children. 


We rarely use patch tests for this condition, partly 
because the sensitivity is often very circumscribed. 
Nickel sensitivity is often recognized by the patient 
who breaks out around the metal watchband or 
eyeglasses, making a patch test superfluous. The 
removal of eyeglasses where there is metal or plastic 
sensitivity does not present quite such a simple prob- 
lem as discontinuing medications, because the patient 
needs his glasses and it is difficult to determine 
what material to substitute. I have had no experience 
with oil desensitization; I think in the desensitization 
to oil the results have not been too good. 
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Dr. Edley H. Jones, Vicksburg, Miss —These cases 
may have an underlying infection on the evelids, with 
a superimposed allergy, or the condition may start as 
an allergy of the eyelids with a secondary infection. 

Of course, it is rare to see cases of acute edematous 
conjunctivitis. As Dr. Wolf observed, these are most 
frequently seen in cases of acute pollenosis, but the 
ophthalmologist also sees cases due to sudden exposure 
to dust, as after cleaning out an old trunk in the attic, 
or from some of the volatile antigens such as paint, 
acrid smoke, gas, and so on. 


Dr. Wolf devoted his discussion largely to eczema- 
tous dermato-conjunctivitis. “A rose by any other 
name will smell as sweet,” but I believe the ophthal- 
mologist describes this condition as an_ allergic 
blepharo-conjunctivitis or allergic blepharo- 
kerato-conjunctivitis. Dr. Wolf did not mention that 
this condition may be so severe that it is dis- 
abling. Such a patient consulted me more than two 
years ago, with an acute keratitis, involving both 
eyes. She was an accountant and was disabled en- 
tirely for about two months and partially disabled 
for two or three more months. Culture of the ex- 
pressed contents of the meibomian glands revealed 
hemolytic Staphylococcus aureus. Treatment was 
complicated by her being sensitive to the base of all 
ophthalmic ointments employed, and even to solu- 
tions containing methylcellulose. Chloramphenicol so- 
lution was effective but I believe the most important 
factor in her recovery was treatment with vaccines. 
She is now comfortable but has to be seen every 
month or two. In this instance I think there was an 
underlying infection, with a superimposed allergy. 

Incidentally, I believe it is more valuable to make 
cultures using the patient's own blood. Sensitivity 
tests with antibiotics are valuable. 

Like Dr. Wolf and Dr. Pennington, I want to em- 
phasize the danger of overtreating. In the acute stage 
I prefer iced boric acid compresses only. It has been 
my experience that many of the patients are allergic 
to the bases of ointments and even to solutions con- 
taining methylcellulose. I prefer to treat these cases 
with aqueous solutions. I have had cases that did 
not respond to cortisone but have not seen any case 
allergic to cortisone. 


In addition to local treatment I highly recommend 
vaccines, preferably autogenous; rest, not only of the 
eyes, but of the body; proper diet with a low sugar 
intake; and antihistamines. 


Dr. Wolf (closing).—I wish to thank Dr. Pennington 
for stressing the idea of hands off. I mentioned in my 
paper many times that we get these people well with- 
out finding out what is the matter with them, if they 
keep their hands off. 


Dr. Jones is not going to get me to defend my 
treatment for vernal conjunctivitis, and, as Dr. Pen- 
nington mentioned, metal sensitivity is most impor- 
tant too. When we make the diagnosis we have not 
solved the problem at all. It is not only a matter of 
their handling the metal around the eyeglasses and so 
on, the keys to their car, the plumbing fixtures, and 
bathroom water spouts, but many things with which 
they come in contact are difficult to avoid. 
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SMOKING AND ITS INFLUENCE ON 
RESPIRATORY ALLERGY* 


By Pau T. Petit, M.D. 
Beaumont, Texas 


Nineteen years ago my professor of medi- 
cine asked a show of hands from my class 
on the question of whether or not smoking 
was harmful. There was about an equal divi- 
sion of opinion. Those who themselves smoked 
felt that the habit was not harmful; conversely 
those not smoking felt that it was. At that 
time there was practically nothing in the lit- 
erature dealing with effects of tobacco on the 
human body other than some reports on its 
effect in Buerger’s disease. 


I have been attending these meetings every 
year since I became interested in allergy 13 
years ago; and being an asthmatic and a heavy 
smoker, too, I have made repeated inquiries 
as to why everybody seems to disregard, or at 
least seemed unwilling to mention the effects 
of smoking in individuals with chronic nasal 
allergy, chronic sinusitis, chronic bronchitis, 
and chronic bronchial asthma. It appeared 
that opinion was about the same as it was 19 
years ago, in that nobody actually knows 
whether smoking is harmful or not. Every- 
body seemed to feel that possibly, or prob- 
ably, or maybe, smoking contributed to symp- 
toms; but being more interested in antigen- 
antibody reactions, specific allergens, new 
drugs, statistical analyses, and so on, was will- 
ing to drop the whole matter and forget it. 


Considering the huge percentage of our 
adult population that smokes today, it is sur- 
prising how little has appeared in the litera- 
ture in regard to the effects of smoking. Re- 
cently there have been a number of articles 
dealing with the possibility that increase in 
bronchogenic carcinoma parallels the increase 
in smoking. A number of cases of irritation 
of the vocal cords has been reported by Myer- 
son,' and Walbott? observed 31 cases of smok- 
er’s respiratory syndrome. Practically all the 
rest of the literature deals mainly with the 
effects of smoking on the cardiovascular sys- 
tem. In August 1952 Peters, Prickman et alii3 
made the statement, 


*Read in Section on Allergy, Southern Medical Association, 
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“It should be axiomatic that patients who have asth- 
ma should not smoke. The best possible regimen for 
the relief of chronic asthma may fail if the patient is 
allowed to continue smoking.” 


In 1951, Dr. Charles Baker* said: 

“Smoker's cough is a well-established entity which 
in the individual is linked with the degree of smoking 
and there is no doubt that tobacco smoke is irritating 
to the respiratory tract, as it is to the eyes.” 

Interestingly enough, however, he continues: 

“It (smoking) emphasizes and aggravates existent 
diseases, whether acute or chronic, but smoking does 
not cause respiratory disease, with the possible ex- 
ception of cancer of the lungs.” 

All tobacco smoke is irritating, containing 
either glycerine or diethylene glycol as a 
moistening agent, nicotine carbon monoxide, 
ammonia and other volatile alkaline materials 
containing tars. All these substances chem- 
ically irritate the membranes. In addition, 
smoking dries the membranes of the respira- 
tory tract excessively, and the actual heat en- 
gendered from smoking irritates and disturbs 
normal function of the respiratory mem- 
branes. 


Reading between the lines of potent cig- 
arette advertising, we find that the companies 
themselves admit their products are irritants. 
For example, “No other leading cigarette is 
less irritating, or easier on the throat, or con- 
tains less nicotine than Old Gold.” The largely 
irrelevant and self-evident statement is made 
for Viceroys, ‘““The nicotine and tars trap- 
ped by the Viceroy filter cannot reach your 
throat and lungs.”” Kent ads read, ‘First time 
ever, sensitive smokers get real protection with 
new Kents. If you're sensitive to the nicotine 
and tars in tobacco, Kent’s exclusive micro- 
nite filter removes up to seven times more 
nicotine and tars than other leading cigar- 
ettes.”” And so on. Actually according to tests 
run in the Chemical Laboratories of the Amer- 
ican Medical Association,® the various filter- 
ing devices are of little, if any, value in re- 
moving significant quantities of nicotine or 
tars from mainstream or inhaled smoke. 

From a standpoint of purely clinical ob- 
servation, I believe smoking is the only factor 
responsible for symptoms in many patients 
who have a chain of symptoms simulating 
bronchial asthma and chronic nasal allergy, 
that smoking is the major additive factor in 
production of symptoms in many patients who 
have a minor allergy, and that smoking is the 


minor additive factor in a huge group of pa- 
tients exhibiting signs of a major allergy. 

In the past five years, I have observed 54 
patients who have discontinued smoking long 
enough to prove that all or part of their 
symptoms were due to smoking. These pa- 
tients came or were referred with a diagnosis 
or suggestion of asthma or nasal allergy. They 
complained of exertional dyspnea, wheezing, 
postnasal drip, cough, sore throat, stuffy nose, 
frequent episodes of bronchitis, pharyngitis, 
and sinusitis. Almost universally the common 
point in the history, no matter what the chief 
complaint, was the constancy of symptoms. 
These patients had symptoms of about the 
same degree year in and year out. 

They were never completely free of some 
symptoms, even for a period of days. Most 
had a morning ritual of clearing the throat, 
cough, and expectoration of mucus with in- 
crease in mucous secretion throughout the 
day. Most had as a never-ending complaint 
that they did not feel good and felt sure that 
vitamins would give them the apparent well 
being and vitality seen in their associates. 
They frequently had an exacerbation of symp- 
toms with temperature and an increase in 
mucous secretion called bronchitis or a virus 
infection for which some form of antibiotic 
was used. 

The nasal mucous membranes in some who 
smoked incessantly (50-70 cigarettes daily) had 
the appearance of a frozen frog leg or a par- 
tially broiled cabrito: a slick, shiny, pink, dry, 
glistening membrane. Contrary to Waldbott’s 
observation, I did not find the various types 
of chest pain accompanying the symptom com- 
plex to be of more than passing interest. By 
location in the lung field I was unable to dif- 
ferentiate wheezing caused by excessive smok- 
ing from wheezing in asthmatics who did not 
smoke. As in Waldbott’s cases, however, a 
more or less constant finding of hyperemia 
and hyperplasia of the pharyngeal mucosa 
with edema of the pillars was present, with 
a history of more than a normal number of 
acute respiratory infections during the year. 
X-ray reports almost universally showed hilar 
enlargement with peribronchial infiltration 
indicative of bronchitis. 


At this time I wish to present case histories 
in brief of three patients in whom smoking 
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was found to be the only cause of symptoms 
in one, a non-allergic individual, and the 
major additive factor in two individuals who 
have now, or have had, major allergies. 


Case 1.—A 28-year-old white man was seen in March 
1953. His chief complaint was soreness of the throat 
which had been present continually for four years, 
dating back to the time he had been recalled for Navy 
duty. During this period he had almost daily a tem- 
perature of 99-99.2° and some stuffiness of the 
nose with a postnasal drip of mucopurulent ma- 
terial, more pronounced on arising. He had been hos- 
pitalized four times during his first year in service, 
each time being given more than adequate therapy 
with the various antibiotic and chemotherapeutic 
agents then used. On one admission his tonsils and 
adenoids were removed, but neither of these procedures 
altered his condition. At this point the Navy and the 
patient both gave up, and he was no longer treated 
for his complaints. He continued having difficulty, 
and during the four months prior to my seeing him 
was treated thoroughly and adequately with our older 
standby antibiotics and with four of the newer anti- 
biotics singly and in combination to no avail. Be- 
cause of the presence of a postnasal drip and stuffi- 
ness of the nose, he was referred to me for an allergic 
survey. His past and family history was completely 
negative from an allergic standpoint. The only perti- 
nent point obtairled in history was the fact that he 
started smoking two cigars daily a short time before 
entering the Navy. Nasal smear showed no eosino- 
philia. When first seen, he had a temperature of 
99.2,° hyperemia of the pharyngeal mucosa with lym- 
phoid hyperplasia, some bogginess of the nasal mu- 
cosa with thick mucopurulent material on the post- 
pharyngeal wall. From history and physical findings, 
I doubted that his difficulty was allergic in origin, and 
suggested that as a matter of trial he discontinue 
smoking for two weeks. His temperature and physical 
complaints subsided markedly in four days. He was 
well within a week, and has remained so to this date. 

Case 2—A white man, now 55 years of age, was first 
seen May 1949 with typical symptoms and _ history 
of seasonal hay fever from April through October, and 
wheezing, shortness of breath, cough at some time 
during day or night, and early morning expectoration 
of thick grey tenacious sputum 365 days in year. 
Important in the history was the fact that he had 
symptoms of asthma five years prior to onset of sea- 
sonal hay fever, that through the years the symptoms 
had remained to about the same degree of intensity, 
and there was no seasonal variation. He had had few, 
if any, episodes of respiratory infection through the 
years. Skin testing was done, and he reacted beautifully 
to the common inhalant dust factors, to the expected 
pollens and was negative to molds. We could in- 
criminate clinically no food factors, though ingestion 
of various alcoholic beverages on numerous occasions 
caused marked exacerbation of his hay fever symptoms. 
Routine allergic management was started with avoid- 
ance procedures well followed, various common Rx’s 
were used, and accepted hyposensitization therapy with 
the reacting antigens was carried out. The patient 
felt treatment was satisfactory in so far as relief of 
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symptoms of hay fever was concerned, but that he was 
improving little, if any, from his symptoms of asthma. 
In August of 1950 (16 months later) he stopped smok- 
ing, and within 10 days much of his cough and all 
of his wheezing and dyspnea disappeared. After No- 
vember Ist his cough and expectoration of mucus 
cleared completely, and during the winter months he 
had no respiratory symptoms. This was somewhat of 
a surprise to me because in correlating his skin tests 
with history, I had assumed that his dust reactions 
were partially responsible for his winter symptoms. 
He has continued treatment for hay fever with, to 
him, satisfactory relief of symptoms, and has had no 
symptoms of asthma for the past three years. 


Case 3.—A 67-year-old white man has been under 
my care for the past five years. When he was first 
seen, one could almost pin the tag of a lung cripple 
on him. He was referred to me with a diagnosis of 
bronchitis, bronchiectasis, emphysema, and bronchial 
asthma. He had been treated for years for these con- 
ditions, and in spite of treatment was progressively 
growing worse. He had had seasonal hay fever (fall) 
from the age of 28 to 45, which had spontaneously 
subsided, and he had no history of a chronic nasal 
allergy. He had wheezing and dyspnea (worse on ex- 
ertion but present at night so that he slept on three 
pillows), chronic cough, and expectoration of large 
quantities of thick mucopurulent material daily. One 
of his complaints stressed over and over was, “I just 
don’t feel good. Can’t you give me some vitamins to 
make me feel better?” He had smoked for 45 years, 
and when first seen averaged 50 cigarettes daily. At 
that time, I was under the impression that cigar and 
pipe smoking were much less harmful than cigarette 
smoking, and I got him to change to cigars, which he 
smoked in moderation (?), about 10 daily. Skin test- 
ing was done with indifferent results (even no re- 
action to the ragweed-marsh elder group to which 
he had shown previous clinical sensitivity). During 
the first two years of treatment he had seven different 
febrile episodes which responded well each time to 
aerosol penicillin-streptomycin and chemotherapy. His 
medicine cabinet looked like a drug store annex with 
various cough remedies, aminophyllin in several forms, 
iodine preparations, vitamins, sprays, and ephedrine 
preparations used daily. In July of 1950, he de- 
veloped a virus infection and was taken to the hos- 
pital in status asthmaticus which subsided with rou- 
tine therapy in a week. At that time he was told 
that he could not be treated satisfactorily unless he 
discontinued smoking completely, which he did. In 
the past three years, he has taken only six 6-ounce 
bottles of a proprietary cough mixture for an occa- 
sional hacking cough, and no other medication what- 
soever. He has had no febrile episodes, and, most im- 
portant, says he “feels good.” 


It does not take long to determine how 
much of a factor smoking is in the individual 
case. Each of the above showed marked im- 
provement in nasal and chest symptoms in a 
period of 4-5 days, with almost complete 
cessation of symptoms in a period of 7-10 
days. All patients felt better after they had 
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gotten over the initial mental and physical 
shock of discontinuing a habit of years. Some 
who had a minor amount of trouble, who had 
been prevailed upon to quit smoking, could 
not be convinced that permanent discontinu- 
ation of the habit was to them advantageous, 
but preferred the effects of nicotine to the 
discomfort of minor nasal and chest symp- 
toms. Ideally, I believe asthmatics should not 
smoke, though I am sure that it gives little 
trouble to many. To date skin tests to to- 
bacco smoke have been confusing and mean 
little, though a positive reaction shown to 
patients is of help psychologically in getting 
them to quit smoking. In the past one and a 
half years all adult patients who have asthma 
and who smoke have been advised on their 
first visit that sooner or later, as a matter of 
trial, they may have to discontinue smoking 
for a week or 10 days. 

I believe, whether we ourselves smoke or 
not, that as physicians we are going to have 
to impress on some of our patients the ne- 
cessity of discontinuing smoking. It is too 
common now for physicians to say that they 
think a patient would be improved if he quit 
smoking. We should say, “If you are to be 
satisfactorily relieved of your symptoms, you 
must discontinue smoking.” I had a patient, 
not long ago, who was referred to me for al- 
lergic study because nothing else could be 
found to explain his symptoms of exertional 
dyspnea, cough, expectoration of large quan- 
tities of mucus, and nocturnal wheezing. He 
had been through two of our better known 
southern medical centers in the recent past. 
When he first sat down in my office, he out- 
lined his main difficulties and then said that 
he knew all his trouble was due to excessive 
smoking. On inquiring why he had not quit, 
he said that nobody had told him to. This is 
all too common, as well as the suggestion to 
the patient that perhaps he should try to dis- 
continue smoking for a while to see how he 
gets along. Few patients with the habit are 
going to quit unless the physician is positive 
and direct in his statement to them that 
smoking alone can cause symptoms of respira- 
tory disease. 
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DISCUSSION (Abstract) 


Dr. Johnny A. Blue, Oklahoma City, Okla—*To- 
bacco Allergy” is a controversial subject. The evidence 
indicates: (1) that tobacco is an allergen, (2) that the 
by-products of its combustion serve as a marked irri- 
tant to allergic membranes which produces exaggerated 
coughing and an increase in the outpouring of the 
tenacious material from the mucous glands, (3) al- 
though tobacco contains an allergen, the allergenic 
portion should be further concentrated in order to be 
useful in evaluating the patient’s sensitivity, (4) re- 
gardless of their attitude the great majority of asth- 
matics show much greater improvement when they re- 
frain from smoking, (5) the majority of non-smokers 
are aggravated by an atmosphere of tobacco smoke, 
(6) although tobacco extract cannot be wholly relied 
upon in skin testing, there are some individuals who 
show definite clinical signs of specific sensitivity and 
there is a definite smokers’ asthma, and (7) carcinoma 
is 50 times more likely to develop in persons over 45 
years old, smoking 25 or more cigarettes daily, than in 
non-smokers. 


It is a matter of good “horse sense” to assume that 
to permit a foreign substance, which is both a local 
irritant and an allergen to be sucked down into the 
lungs, is going to cause trouble. When such smoke 
gets into one’s eyes it causes smarting, lacrimation 
and irritation. When one smokes and inhales the first 
time it causes coughing, expectoration and at times 
acute illness. 


Practically all smokers who inhale develop some 
degree of cough. The same can be said as to irritated 
throat and nasal mucous membrane of those who use 
the “nose test” of exhaling tobacco smoke. Most 
smokers seem to have a childish resentment to being 
told they should not smoke, especially by a non-smoker. 


Whether the skin test to tobacco is positive, due to 
an irritant or an allergen, I often find it convenient 
and considerably more impressive if I show a smoker, 
who has a pronounced respiratory allergy, who I 
think is being harmed by the habit, that his skin test 
to tobacco is positive. This seems to have a greater 
effect on him than just the suggestion that he should 
stop smoking. The latter advice is often followed by 
the inference that you are prejudiced by the remark, 
“You don’t smoke, do you, Doctor?” 


Regardless of what the professional athletes’ en- 
dorsements say; regardless of what the tobacco com- 
panies and eminent medical authorities claim, and 
regardless of the “hush-hush” attitude of the mem- 
bers of the profession who are addicted to the weed, 
tobacco and its combustion products are poisonous and 
serve as a marked irritant, a forerunner of cancer. 
They aggravate all mucous membranes, especially in 
those who have other allergic shock organs, and thus 
should not be used by this latter group. 


Dr. Orval R. Withers, Kansas City, Mo.—Dr. Petit 
has been interested in this subject for years because 
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he was, at one time, a moderately severe asthmatic 
who smoked a great deal. He is, therefore, I feel, 
especially qualified to report on the effect of to- 
bacco smoke on the respiratory tract. 

In general, my experiences parallel his in that 
only a short remission (three to ten days) was required 
to determine clinically whether or not smoking was 
of importance in producing such symptoms as cough- 
ing, mucus or wheezing. 


Naturally, smoking affects some patients more than 
others. The fumes are sufficiently irritating so that 
patients with respiratory inflammation, whether al- 
lergic or bacterial, should be advised against smoking. 
In some instances the constant chemical irritation of 
smoking produces an inflammation of normal tissue 
often described as “smoker's throat,” “smoker’s cough” 
or “smoker's asthma.” 


Possibly the following two cases will illustrate 
the point: a man, aged 54, woodwind player in a 
Philharmonic Orchestra, had experienced asthma since 
childhood. Moderate emphysema was present and 
he had frequent respiratory infections. Clinically, he 
was found to be sensitive to dust and a few foods, 
especially peanuts, which he carried in his pocket 
to “nibble” on during the evening, before and after 
the concerts. Although there was marked improve- 
ment, he did not experience complete relief with the 
usual allergic management. I was surprised one day 
when he remarked that he thought smoking made his 
condition worse and he wondered if I thought he 
should quit. Until then, I did not even know that 
he smoked. As a trial, he agreed to discontinue for a 
month. After two weeks he reported that he had 
started smoking again and there was a_ recurrence 
of coughing and excessive mucus. He thought that 
he was definitely worse, but not so bad that he was 
willing to discontinue smoking indefinitely. A few 
months later he developed a severe respiratory infec- 
tion, and discontinued smoking for over a month. 
Following this episode smoking caused such a notice- 
able increase in his discomfort that he was forced to 
discontinue smoking in order to keep his position in 
the orchestra. He has remained practically free of 
coughing and wheezing since that time. 


Another patient, a rather peppy salesman, 61 years 
of age, who was a thin, wiry, hyperactive individual, 
had lost his peppiness in the preceding six months 
because he was kept up at night by coughing and 
wheezing. He said that he had coughed and cleared 
out the mucus each morning for years. He also re- 
ported that he always had more head and chest colds 
than most people. Lately he noticed a shortness of 
breath and wheezing with pains throughout his chest 
which were usually accompanied by huskiness of the 
voice. There was no family or personal history of 
allergy. All skin tests were negative. Fluids, iodide 
and ephedrine gave some relief but milder trouble- 
some symptoms continued. 

One day, while in the office, I noticed he was quite 
nervous. He burned about one-fifth of a cigarette 
and took it all down into his lungs at once. This 
resulted in a mild cough, bad enough for me to sug- 
gest that he discontinue smoking for a month to see 
if there were an improvement. He said that it was 
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absolutely impossible to quit because he drove from 
town to town and had nothing to do but smoke. Fur- 
thermore, he remarked that he had been using cigar- 
ettes for the past 40 years and he did not see why 
they would suddenly cause symptoms. Finally it was 
agreed that he would stop smoking for a trial period 
of one month. In two weeks he resumed smoking, 
but there was no doubt that he was better without 
cigarettes. During the next six months he would 
frequently start, discontinue and start smoking again. 
Finally, he practically convinced himself, I suppose, 
that smoking was detrimental. Anyway, after two 
years, | met him on the street one day. During the 
curbstone conference he said: “I never tell anyone 
how to run his business and I certainly would not 
tell a doctor how to practice medicine, but if I were 
seeing asthma patients as you do, I would not even 
consider caring for them unless they would guarantee 
to stop smoking as the first step in the treatment. I 
have gained 30 pounds and have not had a cough or 
wheeze since I stopped.” 

I concur with Dr. Petit that patients who are in 
the habit of smoking will discontinue it if the phy- 
sician is positive in his statement that smoking alone 
can be a primary or secondary factor in producing 
symptoms. 


RECENT OBSERVATIONS ON THE USE 
OF NASOPHARYNGEAL IRRADIATION 
FOR THE CONTROL OF HEARING 
IMPAIRMENT IN CHILDREN* 


By Joun E. Borpiry, M.D. 
Baltimore, Maryland 


It has long been recognized that infected 
lymphoid tissue in and around the pharyn- 
geal orifice of the eustachian tubes is a fre- 
quent cause of impaired hearing in children. 
Lymphoid tissue is an integral part of the 
mucous membrane of the posterior and lat- 
eral walls of the pharynx and nasopharynx, 
and after surgical removal of adenoids in 
children the stimulus of upper respiratory 
tract infections may cause regrowth of this 
tissue and recurrence of symptoms. 

The ever increasing routine examination 
of school children throughout the country 
proves that we are beginning to recognize 
the great opportunity for preventing condi- 
tions that may lead to impaired hearing. 
Almost every type of middle ear deafness 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 


*From the Department of Otolaryngology, Johns Hopkins 
University School of Medicine, Baltimore, Maryland. 
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found in school children is associated with 
the upper respiratory tract. The important 
point is that during childhood the impair- 
ment is just beginning and opportunities are 
afforded for developing some kind of ef- 
fective therapy. In order to study one possible 
method for prevention of hearing loss and 
in order to learn something more about the 
physiological changes that may occur during 
puberty in upper respiratory tract lymphoid 
tissue, a study of five thousand school chil- 
dren was begun in 1948 and has just been 
completed.' It has been a joint program of 
the Johns Hopkins School of Medicine, the 
School of Hygiene and Public Health, and 
the Department of Health and the Depart- 
ment of Education of the City of Baltimore. 
Grants-in-aid were made by the United States 
Public Health Service to support this project. 
Some of the objectives of this study will be 
the subjects of this discussion today. They 
were to explore the possibility of the use of 
nasopharyngeal irradiation for the reduction 
of adenoid masses and to determine in a well 
controlled experiment the effect of such 
irradiation on impaired hearing of the con- 
ductive type. Related problems were recog- 
nition of predisposing factors to deafness in 
school children and pubescent changes in the 
nasopharyngeal lymphoid tissue. 


For many years nasopharyngoscopic exam- 
inations have been made on all our patients, 
both children and adults, who have had im- 
paired hearing of any type. If nodules of 
lymphoid tissue were seen in and around the 
tubal orifices which could when inflamed in- 
terfere with proper aeration of the middle 
ears, a series of three treatments was given 
to this region with either a radon or a radium 
salt applicator. The rationale for this was to 
maintain or restore as much as possible the 
function of the eustachian tubes. If the im- 
paired hearing is due to poor aeration of the 
middle ear the hearing often returns to the 
normal level following the reduction of these 
nodules. Such irradiation treatments should 
never be given when the patient has an acute 
upper respiratory infection. 


Lymphoid tissue does not completely oc- 
clude the orifice of the eustachian tube as a 
foreign body might, but when infected it im- 
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pairs proper acration of the middle ear by 
edema of the tubal mucosa and excessive ac- 
tivity of the many mucus glands lining the 
tubes. This often causes a retrograde spread 
of infection up into the middle ear. 

The irradiation technic employed in the 
recent Baltimore study was described at the 
Memphis meeting of this Association in 1940, 
and at that time the results of irradiation 
therapy in forty-six children were analyzed.* 
In 1940 a study was begun in Baltimore using 
thirteen hundred and sixty-five school chil- 
dren from the public and parochial schools 
in the neighborhood of the Johns Hopkins 
Hospital. They were all between eight and 
thirteen years of age. Those children with 
lymphoid tissue in and around the tubal 
orifices and impaired acuity either for high 
tones alone, or for all tones, were irradiated. 
Unfortunately this study was interrupted by 
the war, but in 1946 and 1947 it was possible 
to trace and re-examine seventeen of the chil- 
dren, who on first examination had had a 
moderate impairment of hearing for all tones: 
that is, thresholds for most octaves were de- 
pressed between twenty-five and forty deci- 
bels. Twenty-four ears in this group showed 
such impairment of hearing. A report of the 
findings on these ears was presented by Stacy 
Guild® in 1949 before the Academy of Oph- 
thalmology and Otolaryngology. An average 
of the pretreatment and final audiogram of 
this group of children shows a significant im- 
provement following irradiation (Fig. 1*). 
Similar results have also been reported by 
Canfield,* Proctor,®> Mikell,® and others. 

All previous studies to evaluate nasopha- 
ryngeal irradiation for the treatment of, or 
prevention of, impaired hearing in children 
have been deficient in a proper parallel con- 
trol study. In the Baltimore study of five 
thousand school children, begun in 1948 and 
just completed, carefully planned controls 
have been maintained throughout the entire 
five years. In 1948 and 1949, these children, 
all in the third grade, were selected from 
fifty-four of the public schools of Baltimore, 
and they represent a distribution of race, sex, 


*From Guild, Stacy R.: Nasopharyngeal Irradiation and 
Hearing Acuity: A Follow-Up Study of Children. Transactions 
of the American Academy of Otology and Ophthalmology, 
May-June 1950. Used by permission of Dr. Guild. 
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and economic status proportional to that of 
the city as a whole. Average age on initial 
examination was eight years. Thus, during 
the five years they have been under observa- 
tion, we have been able to study not only the 
effect of irradiation on lymphoid tissue in 
the nasopharynx and the effect of this type 
of treatment on conductive hearing irhpair- 
ment, but also in the control group to ob- 
serve the changes in nasopharyngeal lym- 
phoid tissue that occur naturally during 
puberty, and learn their effect on hearing 
acuity. 

Approximately five hundred children were 
selected by audiometric screening tests and 
placed in a study group. These children had 
a complete ear, nose and throat examination, 
including inspection of the nasopharynx with 
an electric nasopharyngoscope. The study 
group was then divided equally into a treated 
and a control section by random alternation. 
The treated group was irradiated using a 
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standard fifty milligram anhydrous radium 
sulphate applicator, screened with 0.3 mm. of 
monel metal.* Three treatments were given 
spaced two weeks apart. The control group 
received the same type of exposure with blank 
applicators. Field teams were not informed 
as to which applicators were active and which 
were blanks. All applicators were identical 
in appearance with the exception of the color 
codes, “red,” and “blue,” on their handles. 
These color codes were known only to the 
two directors of the study, who had nothing 
to do with the examination and treatment 
of the children. Hence, field teams were never 
able to ascertain which was the control and 
which was the treated group. 


Following the initial examination and “ir- 
radiation,” all children in the two groups 


*The application consisting of four such applicators loaded 
with fifty milligrams of anhydrous radium sulphate, and four 
identical applicators containing no radioactive material were 
loaned throughout the five-year period by the Radium Chem- 
ical Company of America. 
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were completely examined including naso- 
pharyngoscopy and audiograms twice a year 
throughout the entire five-year period. Dur- 
ing the five years a second course of three ir- 
radiation treatments was given to a few chil- 
dren on the recommendation of the field 
teams. The children in the control group re- 
ceiving a second course, were treated with 
blank applicators. Any child who showed real 
progressive deterioration in his hearing acuity 
during this period was, by agreement with 
the cooperating city departments, removed 
from the study and referred to his private 
physician or to a local clinic. All children 
were given identical advice concerning colds. 
Their ears were cleaned out in the same man- 
ner, and when indicated, health advice was 
given to the teachers and school nurses for 
the children in both the treated and the con- 
trol groups. It was hoped by adopting all 
these devices that a purely objective study 
could be achieved. Most of the hearing tests 
during the five-year period were made by the 
same personnel. On four occasions during 
the five years the otologists on the field teams 
were replaced by other physicians, who had 
been indoctrinated in the clinic with the 
methods of examination to be employed. 
They had not previously seen the children 
that they were destined to examine and treat. 

The data thus assembled have been en- 
tered on punch cards for statistical analysis 
by electronic calculators. All studies from 
these data have not yet been completed, but 
from the information at hand it can be stated 
that the observations previously referred to 
in this paper have been confirmed. 

A marked reduction in lymphoid tissue 
takes place following irradiation. Severe con- 
ductive hearing loss of the fluctuating type 
is improved by this technic. There has been 
no single instance of any trauma resulting 
from this type of irradiation.? This last ob- 
servation is in agreement with the studies 
of Loch and Fischer,’ published in 1952. 
They re-examined eighty-five patients who 
had been irradiated. The elapsed time since 
the last irradiation in this group was 8.9 years. 
Three patients examined had been irradiated 
fifteen to twenty-nine years previously. They 
were unable to identify any seriously in- 
jurious post irradiation effect. 
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SUMMARY 


Repeated studies have shown that intra- 
nasal irradiation with the standard type of 
nasopharyngeal applicator containing anhy- 
drous radium sulphate or radon, offers a use- 
ful method of reducing lymphoid masses in the 
neighborhood of the eustachian orifices. Such 
reduction has been shown to be beneficial 
to those patients suffering from recurrent 
otitis media and a reversible conductive type 
of hearing loss. This technic is not advised 
for the removal of large central adenoid 
masses, or for the treatment of deafness other 
than that described here. When employed 
within the limits described by Crowe and 
Burnham® years ago, this has proved a safe 
form of therapy. 


BIBLIOGRAPHY 


. Hardy, W. G.; and Bordley, J, E.: The Efficacy of Naso- 
pharyngeal Irradiation for the Prevention of Deafness in 
Children. Amer. J. Public Health, 41:57-61 (Aug. Supp.) 
1951. 

. Bordley, J. E.: Treatment and Prevention of Deafness in 
Children, Sou. Med. J. 33:1159-1164 (Nov.) 1940. 

. Guild, Stacy R.: Nasopharyngeal Irradiation and Hearing 
Acuity: A Follow-up Study of Children, pp. 508-521. Tr. 
a Acad. of Otology and Ophthalmology (May-June) 

. Canfield, N.; and Sudarsky, D.: Radium Therapy in 

Partial Hearing Loss. Ann. Otol., Rhinol. and Laryn- 

gol., 58:957-975 (Dec.) 1949. 

Proctor, Donald F.; Polvogt, Leroy M.; and Crowe, 

Samuel J.: Irradiation of Lymphoid Tissue in Diseases of 

the Upper Respiratory Tract. Bull. Johns Hopkins Hosp. 

83:383-428 (Nov.) 1948. 

Mikell, John S.: New Concepts in the Application of 

Radium to the Nasopharynx. Arizona Medicine, 5:29-37 

(Sept.) 1948. 

7. Unpublished report to U. S. Public Health Service. 

8. Loch, Walter E.; Fischer, Newton D.: Nasopharyngeal 
Radium Treatment. A Follow-up Study of 263 patients. 
Ann. Otol., Rhinol. and Laryngol., 61:198 (March) 1951. 

9. Crowe, S. J.; and Burnham, C. F.: Recognition, Treat- 

ment and Prevention of Hearing Impairment in Children. 

Ann. Otol., Rhinol. and Laryngol., 50:15 (March) 1951. 


nN 


~ 


THE APPLICATION OF PHYSICAL 
THERAPEUTIC PRINCIPLES TO 
PULMONARY DISEASE* 


By Joun S. CuHapman, M.D. 
Dallas, Texas 


At the risk of a charge of oversimplification, 
but for the sake of placing respiratory prob- 
lems on an understandable basis, I wish to 
present respiratory insufficiency as being di- 
visible into alveolo-respiratory and ventilatory 


*Read in Section on Physical Medicine and Rehabilitation, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 

*From Department of Medicine, Southwestern Medical School 
of the University of Texas, Dallas, Texas. 
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types. The ventilatory variety of pulmonary 
insufficiency is that which results from in- 
adequacy or inefficiency of the bellows action 
of the chest. Obviously in a specific instance 
several factors may be at work at the same 
time. 

Alveolo-respiratory failure is the result of 
factors which prevent the free exchange of 
oxygen and carbon dioxide across the alveolo- 
capillary membrane. Obviously if with severe 
inspiratory dyspnea an alveolar hyaline mem- 
brane forms, both types of respiratory failure 
may occur. For this reason, it is clinically 
sometimes difficult to determine which ele- 
ment has been the primary one, and it should 
be clear that as ventilatory failure increases, 
the probability of alveolo-respiratory failure 
also increases. 

Other varieties of respiratory insufficiency, 
which may be involved in either alveolo- 
respiratory or ventilatory failure, are distribu- 
tional and diffusional. Distributional errors 
result from perfusion by blood of poorly venti- 
lated lung, good ventilation of the poorly per- 
fused lung and variations which are evident. 
Such a defect is frequent in emphysema, for 
example, or in advanced fibrosis. 


Diffusional difficulties relate primarily to 
the alveolo-capillary membrane. Since the 
problem is one of an irreversible nature, no 
methods are of any avail in its treatment. 


In the following discussion it will be as- 
sumed that methods of the physiatrist are not 
suitable to the patient in acute respiratory 
failure, but are to be applied to those in- 
dividuals who have reached a chronic stage. 
The acute problem is one that usually calls 
for the aid of the bronchoscopist, the thoracic 
surgeon and the internist; patients commonly 
being too ill to permit the use of the re- 
educative approach. 

Again at the risk of some degree of over- 
simplification, it seems advisable to divide 
chronic ventilatory failure into two types, the 
restrictive and obstructive. The restrictive 
variety is that in which, by virtue of fibrosis, 
the lung is unable to inflate to an adequate 
degree; while the obstructive is that in which 
changes in the airway prevent either proper 
inflation or proper deflation of the lung. 

It is with these chronic types of ventilatory 
change that the physiatrist will best accom- 
plish his function and in which he may 
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achieve results of considerable value. Yet it 
must be clear that these are not problems for 
the physiatrist alone, since in the problems to 
be discussed every available technic must be 
applied to the patient’s care and _ rehabili- 
tation. 


Chronic obstructive types of ventilatory in- 
sufficiency are obviously those in which 
changes have taken place in the airways. The 
obstruction may be inspiratory or expiratory. 
If inspiratory dyspnea is the problem, the dif- 
ficulty lies usually in the larger air passages 
and unless obstruction can be relieved there 
is little to be done, since individuals early 
learn to coordinate their inspiratory muscles 
reasonably well and since the performance of 
accessory inspiratory muscles is a very limited 
one. 


But in the chronic expiratory type of ven- 
tilatory obstruction, the problem is quite dif- 
ferent. Under normal conditions, expiration is 
passive and few people have ever had occasion 
to learn the use of the accessory muscles of 
expiration. The characteristic example of this 
disease is emphysema, a disorder that is attain- 
ing greater and greater importance as people 
live longer. Usually a disease of males and 
of heavy smokers, emphysema begins during 
the early middle years and gradually becomes 
more severe. Primary changes seem to be 
those of spasm and of structural obstruction 
of the finer bronchioles. The medical attack 
will consist of the prohibition of all respirable 
irritants, including tobacco, the use of broncho- 
dilators and antibiotics, and the general care 
of the patient. Other measures that fall partly 
in both our fields include the application 
of physical measures. 

The primary problem obviously is to in- 
crease expiratory flow. Assuming the best 
possible relief of all bronchiolar factors, we 
must aid the patient thereafter in the de- 
flation of the lung. To this end, the internist 
uses various abdominal binders and some- 
times pneumoperitoneum. On the other hand, 
he must depend upon the physiatrist to in- 
struct the patient in the maximum and op- 
timum use of what might be called the 
squeeze-out muscles. It is obvious that the 
flaccid and atonic diaphragm has to be driven 
upward into the thorax by pressure generated 
within the abdomen and that it can rise 
by no other physiologic means. 


At the same 
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time the widely flaring costal arch must be 
compressed by greater forces than are avail- 
able from the trunk musculature. ‘The ex- 
ercises patients are taught are admirably de- 
signed to these ends. One further remark: it 
should always be remembered that these pa- 
tients fatigue very readily and their muscle 
education must be accomplished gradually 
and gently. 

Restrictive ventilatory failure poses quite 
different problems. Typical examples are 
those types of failure that result from paral- 
ysis of intercostal and phrenic nerves or dis- 
order of the corresponding muscles. Severe 
pleural fibrosis, severe intrapulmonary fibrosis 
and damage to the chest wall are characteristic 
changes that produce respiratory failure. Here 
again the physiatrist may play a considerable 
role in rehabilitation by overdeveloping other 
muscles with accessory respiratory function. 

Classic thoracoplasty, now being much less 
frequently used than five years ago, was no- 
torious for its restrictive effects on respiration. 
The usual estimate for reduction in homo- 
lateral pulmonary function was about 65 per 
cent for an eight-rib procedure. Part of this 
loss was due to irreversible collapse on the side 
of operation but another portion resulted 
from the consequent scoliosis. It was in the 
prevention and correction of that scoliosis that 
physical medicine played its largest role. But 
those technics also aided the development of 
better respiratory muscle use on the homo- 
lateral side and of course were of utmost im- 
portance in aiding the patient to regain the 
use of his shoulder girdle muscle. Various 
extrapleural procedures which now partially 
are replacing thoracoplasty are much less de- 
structive of pulmonary function in that the 
intercostal muscles remain in their normal 
relationships and that there is no injury to 
the long muscles of the back at their attach- 
ments to the transverse processes. Unfortu- 
nately these extrapleural collapse procedures 
have proven not to be so successful in control 
of disease as would have been desired. 


Segmental and lobar resection which have 
largely replaced classic thoracoplasty and ex- 
trapleural procedures fortunately pose fewer 
problems from the standpoint of respiratory 
embarrassment. Only when the procedure is 
complicated by the formation of pleuritis or 
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significant hemorrhage are there apt to be 
restrictive effects. Some of these problems 
are controllable by the surgeon and the in- 
ternist in attendance, but some are not. If 
the functional success of the lobectomy is 
threatened by pleural fibrosis, the opportu- 
nity arises for various measures which may be 
applied toward stretching the homolateral side 
and maintaining maximum motion of the 
diaphragm. Success under such conditions is 
certain to be limited since no amount of 
exercise or effort can prevent the organization 
of pleural fibrin. Much can be done, how- 
ever, to reduce its constrictive and restrictive 
effects. 


Decortication of the lung and of the thorax 
may lead to somewhat the same chain of 
events. One of the chief hazards of the pro- 
cedure consists of persistent bleeding into the 
pleural cavity which may result in clot for- 
mation and in advanced pleural fibrosis with 
a resultant loss of the function which the op- 
eration originally took to recapture. The sec- 
ond principal hazard is the possibility of in- 
fection following upon decortication. As in 
the case of pleuritis complicating pneumonia, 
the use of antibiotics would tend to suppress 
bacterial growth and to inhibit the formation 
of lysin and hence the pleura would tend to 
fill with a dense fibrinous exudate which 
could not be liquefied. It is at these points 
and in the face of these complications that 
the physiotherapist finds again powerful in- 
dications for the use of his technics. If care- 
fully planned muscular exercise as well as 
various breathing exercises can be applied at 
this point, it may be possible to salvage quite 
a little remaining function in spite of the fact 
that the surgery has ended in mishaps. The 
results, of course, could never be as good as 
they would be in a clean uncomplicated de- 
cortication, but still might be better than if 
no effort were made at all. It may be added 
that this entire argument presupposes that the 
underlying lung is not fibrotic and is capable 
of re-expansion. 


Although surgery does not enter the prob- 
lem, somewhat the same observations can be 
made in regard to the patient whose pneu- 
monia has been complicated by the formation 
of a heavy fibrinous reaction in the pleura. 
The liquefaction of the exudate by bacterial 
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and cellular products being inhibited by anti- 
biotic drugs, the problem is a similar one and 
should yield to similar methods. 

The patient with residuals of poliomyelitis 
constitutes a special problem. Often in addi- 
tion to paralysis of various respiratory muscles 
there is also bulbar palsy that prevents ade- 
quate and expulsive cough. Aid to these pa- 
tients is imperative if they are not to succumb 
as the result of chance upper respiratory in- 
fection. The failure of their muscles of res- 
piration means comparatively poor motion of 
the lung and therefore a tendency for secre- 
tions to remain in the alveoli and smaller 
bronchioles. Even an ineffective cough can 
be stimulated only when material reaches the 
major bronchial branches. But glottic paral- 
ysis prevents the development of a strong 
tussive blast and stasis of secretions is still 
a problem. One such child learned to accom- 
plish a fairly potent cough by closing her 
lips tightly and holding her nose until pres- 
sure built up to what she recognized as a suffi- 
cient force to clear her airways. 


Obviously these patients must also be offered 
every possible aid in the prevention of scoliosis 
and in the development of whatever remain- 
ing innervated muscle they may have either 
about the thorax or the upper abdomen. 


Finally there is a group of patients whose 
primary difficulty seems to be the result of 
poor coordination of respiratory muscles. Such 
patients are characteristically middle-aged 
women who have grown obese through lack of 
exercise, but men are also sometimes guilty. 
If one watches such patients fluoroscopically 
he sees that the diaphragm may become ele- 
vated during inspiration and depressed dur- 
ing expiration. The elasticity of the lung is 
essentially normal, the muscle and nerves are 
intact, and there is no obstruction to the air- 
ways. The pulmonary volume components 
are shifted in the direction similar to that of 
patients with emphysema, but they present no 
hypercapnia. These individuals have become 
short of breath because they have forgotten, 
through years of inactivity and overeating, 
how to breathe. 


They constitute the ideal problem for the 
physiatrist, since they present no limiting fac- 
tors set by disease. All their changes are re- 
versible and they are perfectly able, if they 
are not too indolent, to recapture all the 
function which has been lost. And in those 
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words the limits have been set to what anyone 
can do toward recapturing pulmonary func- 
tion. 

SUMMARY 


The change must be at least in part rever- 
sible, the patient must be sufficiently well to 
cooperate and strong enough to use part 
of his energy in the work of breathing. 
Any underlying disease must not be such 
as would be adversely affected by exer- 
cise. The basic problem must be of a 
mechanical order such that mechanical (in 
this context that means muscular) effort may 
affect it. Finally there must be the patient's 
will for improvement that will lead him to 
persist in efforts that may be associated with 
pain and fatigue. The results are likely not 
to be spectacular and are sure to be slow. 


DISCUSSION (Abstract) 


Dr. Ferdinand F. Schwartz, Birmingham, Ala.—I am 
glad Dr. Chapman stressed the point that, in an acute 
phase, we do not have very much to do, as far as exer- 
cise is concerned, but there is a lot to do as far as 
posture is concerned. 


Treatment in pulmonary conditions relies on the 
following conditions: (1) correct posture, (2) breathing 
exercises, (3) movements of arms and shoulder girdle, 
and (4) relaxation. 


The psychological aspect of the patient is very im- 
portant since he must re-establish confidence in himself 
and maintain full cooperation with his physician. 


The decrease of vital capacity and the extensive 
muscle sectioning must be considered in surgery of the 
thoracic cage. Consequently, the preoperative indoc- 
trination of the patient in maintaining correct bed 
posture, standing posture, and diaphragmatic breath- 
ing will aid in his future recovery. 

Several deep respirations should be interspersed with 
abdominal exercises, because there might be a dis- 
turbance of the carbon dioxide content of the blood 
upon which the respiratory control depends. 


When man assumed the upright position, his respira- 
tion had to conflict with gravity; hence, exercises 
should be given in a semirecumbent or a recumbent 
position. Rehabilitation should start not later than 
forty-eight hours postoperatively, unless there is some 
definite contraindication. 


The paper of Dr. Chapman is very timely in bring- 
ing the necessity of physical medicine and rehabilita- 
tion to the chest surgeons. 

Dr. George D. Wilson, Asheville, N. C.—I should like 
to ask Dr. Chapman if he has ever seen ventilatory 
failure in a case of spontaneous pneumothorax having 
also a diagnosis of myasthenia gravis respond or re- 
cover on prostigmine®? 


Dr. Chapman.—I should like to say, Dr. Wilson, by 
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great good fortune, I have never seen that combina- 
tion and I hope I never do. 

Obviously, the use of prostigmine® is indicated in 
any patient who is having a myasthenic crisis. I think 
possibly had I seen that patient and not been so 
frightened that I could not do anything, I might have 
in addition considered inserting a catheter into the 
pleural cavity, and attempting to decompress the 
pneumothorax as rapidly as possible, with underwater 
trap. 

That would be the only other thing I think of, in 
addition to using prostigmine® for the crisis itself. 


Was that the point you had in mind? Did the pa- 
tient survive? 


Dr. Wilson.—Yes, the patient survived and is very 
much alive today working as an architect. The point 
in mind was the close correlation of physical medicine 
to the other branches of medicine. This patient was 
referred by an internist and family physician with 
diagnosis of spontaneous pneumothorax and request 
he be given breathing exercises. Re-examination with 
muscle grading revealed generalized weakness with a 
diagnosis of myasthenia gravis for which he responded 
to prostigmine.® 

Dr. Chapman.—The lung was still collapsed at the 
time you saw it. 


Dr. Wilson—The internist reported the lung had 
not completely re-aerated and that he had recurrences. 


Dr. Chapman.—Oh, it has gone up and down. 


Dr. Wilson.—His history revealed that the family 
physician first diagnosed his spontaneous pneumo- 
thorax while a high school student. At that time he 
was a tuba player in the high school band. A second 
episode was reported while serving in the Army sta- 
tioned in the South Pacific during World War II. 
The next two episodes occurred, one when playing 
tennis and the last one while on a vacation in Florida. 
He felt a sharp pain in upper right chest on each 
attack. The question of altitude arose with the family, 
whether he should continue to live in the mountains 
(altitude 2600 feet) or at sea-level. It was felt he need 
not move to the lowlands. Internist has reported re- 
ventilation after each episode. 


Dr. Chapman.—What we have been prone to do, in 
the case of recurrence of pneumothoraces in young 
individuals in whom the pneumothorax might pose a 
very critical problem, has been to catch the patient 
in an interval when he is in pretty good general shape 
(let us say, in this case, when the individual’s myas- 
thenia is under optimal control), then open the chest, 
remove whatever bulla-bearing area may be present in 
the area, then powder that lung, so it cannot be col- 
lapsed again, in order to produce a pleural symphysis. 
It might, particularly in the case of a patient with 
myasthenia, be a thing to consider. I would be in- 
clined to do it, if he were my patient, I think, if I 
could got him well enough to tolerate surgery. 


Dr. Wilson.—His last recurrence occurred while he 
was not taking prostigmine® therapy. This patient 
appears to be maintained comfortably on 15 mg. 
prostigmine® bromide per day, and can tell very easily 
when he misses a dose. 
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ERYTHEMA INFECTIOSUM* 
CLINICAL AND EPIDEMIOLOGICAL OBSERVATIONS 


By I. E. Puiturs, M.D. 
Bristol, Tennessee 


Tschamer! in 1889 was the first to report an 
outbreak of erythema infectiosum. He regard- 
ed it as a modified form of rubella. Chargin, 
Sobel, and Goldstein? in 1943 reported an out- 
break in a New York City orphanage and re- 
viewed the literature up to that date. Mac- 
Kee and Cipollaro® discuss the disease in their 
text. It reported in 1953 an outbreak in Bris- 
tol and surrounding area in 1949, 1951, and 
1952. In this paper I shall discuss the recent 
literature and report further observations, us- 
ing by permission some of the previously pub- 
lished material. 

The first two cases appeared in Johnson 
City, Tennessee, and were seen at the request 
of the local health officer. They are not in- 
cluded in the table for lack of complete rec- 
ords. I saw the others in Bristol, Tennessee, 
in the same geographic area. There were 24 
cases in the summer of 1951, four in 1952, and 
one in 1953, a total of 31, believed to be a 
small fraction of the total cases in the area. 


CLINICAL FEATURES 


Erythema infectiosum begins as a rule with 
red cheeks. They look as if they had just been 
slapped. The surface is smooth and slightly 
edematous. The erythema is most intense be- 
neath the eyes, flaring out from the nose on 
either side like the single wing of a butterfly, 
fading as it goes. Occasionally it may cross 
the bridge of the nose, resembling lupus ery- 
thematosus. The perioral areas, lids and chin 
are usually not involved. The forehead is 
sometimes affected. This redness usually fades 
in from one to four days, although it may 
last for several weeks with a marked tendency 
to relapse. It may become papular, papulo- 
vesicular, or develop into a bizarre, maplike 
eruption. 

In one or two days, sometimes simultane- 
ously, an eruption appears elsewhere. The 
extensor surfaces of the extremities, in par- 
ticular the arms, are most frequently involved. 
Palms and soles escape. The characteristic 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Seventh Annual Meeting, Atlanta, 
Georgia, October 26-29, 1953. 
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eruption is a diffuse, mottled erythema, con- 
sisting of tiny bright red macules which en- 
large, coalesce, fade in the central areas, and 
often persist for a few days as a faint, bluish 
lacework. 

In one of my cases the eruption was de- 
cidedly scarlatiniform. One case looked like 
measles with the distribution of erythema in- 
fectiosum. The eruption in one was purpuric, 
resembling spotted fever. Bullae were seen on 
the upper thighs in one patient, probably 
bullous impetigo, but bullae have been de- 
scribed in this disease. A multiform erythema 
is sometimes seen. Urticarial and papular 
eruptions were observed. 


Boysen® noted: “An exanthem, which con- 
sists of small papules the size of a pin’s head, 
with a dot-shaped hemorrhage in the center.” 

I noted insect bites in several of my cases. 

The incubation period is unknown, but 
thought to vary from two to 21 days. 

There are usually no prodromata, but fever, 
malaise and cough were noted in two pa- 
tients. 

Etiology is unknown. 


Pathological findings consist chiefly of 
slight perivascular lymphocytic infiltration 
with slight edema of dermis and corium. 

In the differential diagnosis rubella, meas- 
les, scarlet fever, erythema multiforme, drug 
eruptions, serum reactions and reactions to in- 
sect bites must be ruled out. 


Treatment is symptomatic, although cortico- 
steroids seem worthy of at least experimental 
use. 


Table 7 summarizes history and clinical 
findings for the group. 

Three cases began in March, four in April, 
four in May, three in June, eight in July, four 
in August, and three in September. 

Twenty-four were six or younger. The 
youngest was 12 months old; the oldest, 13 
years. Iwo adult relatives thought they had 
had the disease. 

Fourteen (including the two Johnson City 
cases) were males. Seventeen were females. 

Twenty-seven had the typical red cheeks. 
Three were questionable. One, whose mother 
was Hawaiian, did not. 

Twenty-four (including the two Johnson 
City cases) presented the typical eruption of 
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erythema infectiosum. Other features were 
prominent in seven: three, papules; one, pur- 
puric spots; one, vesicles; one, urticaria; and 
one, morbilliform macules. 


Sixteen gave a history or presented evidence 
of pruritus. 


Biopsies were not done. Blood counts were 
reported normal in two. All were white, ex- 
cept one whose mother was Hawaiian. 

In two instances there were two cases in 
the same family. 


EPIDEMIOLOGY 


The first cases were reported in Central 
Europe.'! Tschamer regarded erythema infec- 
tiosum as a modified form of rubella. It has 
since been reported from France, Switzerland, 
The Netherlands, Italy, Norway, Rumania, 
Turkey, China, Uruguay, Palestine, Tunisia, 


1951 
Date of Red Typical Atypical 
Case Onset Age Sex Cheeks Eruption Eruption Pruritus 

1 7 M_yes yes no 
2 4-21 3% M yes no 
3 4-25 13 F yes yes no 
4 4-28 7 F yes yes no 
5 5-2 9 F yes yes no 
6 5-17 2u% F yes papular yes 
7 5-20 4 F no yes yes 
8 5-27 8 F yes yes no 
9 6-17 6 F yes ves yes 
10 6-22 2" F ves yes yes 
11 7-2 + F yes ves yes 
12 7-6 4 M -syes yes ves 
13 7-12 5 M -séiyes yes no 
14 7-20 7 M -séi=»es yes no 
15 7-14 2 M ? yes yes 
16 8-13 17mo. F yes purpuric yes 
17 7-27 M yes yes 
18 8-20 6 M si»es vesicles no 
19 8-30 20mo. F ? papular no 
20 8-23 3 M _syes yes no 
21 9-10 5 F yes yes yes 
22 9-12 6 M -syes yes yes 
23 9-22 1% F yes yes ves 
24 7-14 1 M -siyes urticarial yes 

1952 
25 4-5-'52 2 F yes yes yes 
26 6-2 4 F ves yes yes 
27 3-28 3 F ? ves yes 
28 7-28 5 M -siyes papular no 

1953 
29 3-2-53 l6mo. F yes morbilliform yes 


Two cases seen with health officer in Johnson City in 1949 
not included for lack of records. 
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Cuba, and the United States. It had not been 
reported in any of the Southeastern States be- 
fore 1953. 

In the New York epidemic? the cases were 
confined to an orphanage. It began on the 
afternoon of November 5, 1941, following a 
stroll by a group of children on the East River 
Drive. No cases developed in the 25 infants 
and children under four years of age who oc- 
cupied a separate floor. There was a marked 
tendency toward relapses. Papules (discrete as 
a rule), vesicles, and crusted lesions, at times 
linear, were observed. In the public schools 
attended by the affected children not a single 
case occurred. 


In May, 1941, an outbreak of 30 cases oc- 
curred in Ferryville, Tunisia.6 The following 
year there were four cases. At the same time 
there were 20 cases in Bizerte. At Ferryville 
most of the cases attended the same religious 
institution. “The epidemics are localized; they 
are born and die in the same place.” 

Schlesinger’? reported 38 cases in Jerusalem 
in 1944, during September and October. The 
patients were from three to five years old. 


Loebenstein§ said that in Palestine the spo- 
radic form is fairly frequent. He observed a 
minor epidemic in a children’s home in April- 
May, 1945. Prodromata were marked, with 
sore throat, fever, enanthema, arthralgia, and 
photophobia. The skin sloughed off in bran- 
like scales and cutis marmorata persisted for 
wecks. Nine of 11 children were affected, but 
no cases occurred in the neighborhood. 

Ingualla and Decio® reported 50 cases in 
Florence, Italy, in 1945. 

Nassi!® isolated a virus which grew on the 
chick embryo and which gave positive neutral- 
ization test with convalescent serum. 

Ruberti, Neri, and Venturini! discussed an 
epidemic of more than 1,000 cases in Ferrara 
Province, in autumn of 1950. Pruritus was 
present in 100 per cent of the patients, of 
whom 91 per cent were between 20 and 40 
years of age. Constant eosinophilia was noted 
in blood and skin. 


The first cases in Cuba were reported in 
1940.12 At the end of June, 1941, Exposito 
et alii!® began to see cases. They saw 21 cases 
in all in Havana. “The suspected allergic 
cause was discarded because of the inefficacy 
of antiallergic treatment.” White count was 
low, with tendency to eosinophilia. 
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Boysen® reported 52 cases from Oslo, Nor- 
way. He thought the disease might be con- 
nected with the German occupation; but an 
associate informed him that he had seen cases 
on the dermatologic ward in 1932-34. Forty- 
seven had blood counts, with an average of 
5 per cent eosinophilia. One had 16 per cent; 
another, 17 per cent. The epidemic began in 
September with two cases, six in October, 22 
in November, 16 in December, and three in 
January. 

Fox and Clark'* observed 28 cases in Mil- 
waukee between February and mid-July of 
1944, varying in age from four to 24. 


Payzin™ grew a virus on the chick embryo, 
but did no further study. 


The Bristol cases were spotted on a map. 
The first case appeared near King College 
campus, Tennessee Bristol, one of the older 
sections. Four cases had appeared in that area 
a month later. Two weeks later, three more 
appeared in Tennessee Bristol. On July 2 the 
first appeared in Virginia Bristol. By Sep- 
tember the distribution was similar in both 
Bristols. 


As I reported* several of these had insect 
bites. The mother of one had been bitten 
extensively by starling mites before the onset 
of her son’s erythema infectiosum. A patient, 
residing near a patient of the previous year, 
developed erythema infectiosum shortly after 
her father gave her a dead starling to play 
with. A third developed in a home in which 
the father had observed many mites in a star- 
ling nest on the porch as he destroyed it. 


Most of the cases occurred during summer 
vacation, were equally distributed in the two 
Bristols, which have separate water and sewage 
systems, and were not grouped around school, 
church, or recreation areas, suggesting that 
the disease was not spread by the usual means. 


A zoologist'® felt that the distribution might 
parallel that of nesting birds, which could ex- 
plain the migration northward of the cases as 
the summer advanced and their limitation to 
the older residential sections. 


No outbreaks have been reported nearer the 
equator than the 20th parallel, suggestive of 
the range of migratory birds. The occurrence 
of outbreaks during winter as well as sum- 
mer, if this were so, would indicate that such 
a bird might remain at times in northern lati- 
tudes. 
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The starling is such a bird.’® In its native 
Europe it migrates south to Africa, returning 
to Europe to nest. In America it is a displaced 
bird. It was brought to New York in 1890 
and 1891, long before the first reported out- 
break of erythema infectiosum. It has spread 
until now it is abundant throughout the 
United States and part of Mexico. Here it 
appears in increasing numbers from early 
spring until midsummer. It starts nesting in 
April or earlier. By early June the young are 
ready to fly. It is likely that it follows the 
habit of migratory birds in that an advance 
guard arrives early. A little later others come. 
This arrival in relay may continue for a time, 
with several nesting times. Early in summer 
they roost in marshes, among other places, 
later coming into towns, to shade trees and 
large buildings. In late summer they move 
south, but a few remain behind as permanent 
residents. 

I mentioned the possible isolation of a vi- 
rus. Howitt!* and others found encephalo- 
myelitis virus in both nestling birds and their 
mites on a farm near a case of encephalo- 
myelitis. 

A form of allergy must be considered. The 
relapses seen in a few of my cases and ob- 
served by others suggest this. However, none 
of my patients returned in subsequent years 
with a recurrence. 

Itching, esosinophilia, and lesions suggest- 
ing insect bites further suggest an allergic re- 
action. Boysen® noted an exanthem which 
consisted of small papules the size of a pin’s 
head, with a dot-shaped hemorrhage in the 
center. Chargin, Sobel, and Goldstein? noted 
papules, discrete as a rule, vesicles and crust- 
ed lesions, at times linear. I noted insect bites 
in six cases and it is my impression that 1951 
was the worst year for insect bites in at least 
five years. It was the year grain itch was prev- 
alent in Indiana. It was the year of the second 
reported outbreak of erythema infectiosum 
in Cleveland, Ohio.'§ 


In this connection, on July 18, 1953, I saw 
a four-year-old boy who could have been pre- 
sented as a case of erythema infectiosum. He 
began with red cheeks and had the typical geo- 
graphic pattern, chiefly on the extremities, 
cheeks, and buttocks. However, the referring 
physician had had to give epinephrine for 
generalized swelling, including eyelids and 
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tongue. Six days before, he had been stung 
on the foot by a honey bee. Seven days before 
that he had had his first sting. 


In these cases there is a strong clinical sug- 
gestion of serum sickness as described by 
Ormsby.!® 


To support the concept that erythema in- 
fectiosum might be a form of serum sickness 
it would need to be shown that a species of 
foreign serum has been introduced into these 
patients, that they have become sensitized to 
that serum, that they have antibodies to that 
serum, and that they have become desensitized 
by their attack or attacks of erythema infec- 
tiosum. Such investigation was not under- 
taken. 


Of final interest is the presence in Palestine, 
where the disease is endemic, of varieties ot 
Sturnus vulgaris, L., the species of starling 
found here.?° 

SUMMARY 


Thirty-one patients with erythema infec- 
tiosum was seen in Bristol, Tennessee-Virginia 
during four of the past five summers. 


The starling mite may be concerned in its 
etiology, as virus carrier, as allergen in itself, 
or as transmitter of species of foreign protein. 
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DISCUSSION (Abstract) 


Dr. Edward P. Cawley, Charlottesville, Va——-MacKee 
and Cipollaro point out that the diagnosis of ery- 
thema infectiosum can be made without difficulty 
after the disease has once been encountered. They 
emphasize the symmetrical erythema of the face, which 
resembles slapped cheeks, mild general symptomatol- 
ogy, absence of complications, frequent relapses and 
occurrence of the disease in small epidemics, as charac- 
teristic features. 

The epidemiologic aspects of erythema infectiosum 
are intriguing, as Dr. Phillips has indicated. Available 
evidence suggests that the disease is infectious. Char- 
gin and his associates have pointed out that very 
young children, and adults, are apparently not sus- 
ceptible, and that the disease is probably not trans- 
mitted by carriers. Most of Dr. Phillips’ cases occurred 
in children between two and eight years of age, as 
has been true in other epidemics of the disease, and 
most of his cases were encountered in the spring and 
summer. Dr. Phillips’ hypothesis about the possible 
role played by starlings in the etiology may explain 
several of these epidemiologic aspects of the disorder, 
and may, in addition, point to the reservoir of in- 
fection. 


Dr. James Malcolm Bazemore, Augusta, Ga.—Person- 
ally, I have seen only one patient that had erythema 
infectiosum and do not know whether I would have 
made a diagnosis if I had not read Dr. Phillips’ paper 
recently. This patient was taken off of an airplane 
and brought back to the hospital. He was thought to 
have chickenpox. We did get an x-ray of the chest 
and developed a viral pneumonitis on the fourth day 
which cleared up very rapidly. 


RESEARCH IN THE CLINICAL CENTER 
OF THE NATIONAL INSTITUTES 
OF HEALTH* 


By W. H. JRr., M.D.t 
Bethesda, Maryland 


I should like first to review briefly the 
evolutionary process, the trends and needs, 
that have led to the research program and 
clinical facility of the National Institutes of 


*Read in Section on Public Health, Southern Medical 
Association, Forty-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1953 

+Director, National Institutes of Health, Public Health 
Service, U. S. Department of Health, Education, and Welfare. 
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Health. The Public Health Service has en- 
gaged in medical research since 1887. During 
that time, its position in the American med- 
ical community has become firmly estab- 
lished. The years have seen marked success 
against a variety of diseases: diphtheria, 
malaria, pellagra, spotted fever, smallpox, 
tuberculosis, typhoid, typhus, yellow fever, 
venereal diseases, and many others. Much re- 
mains to be learned about some of these 
problems, but great steps have been taken 
toward their control and eradication. 


Simultaneously, certain relevant popula- 
tion trends have occurred (Fig. 1). The popu- 
lation of the United States is steadily chang- 
ing in two major ways. One of these is shown 
here, an over-all increase, which we see 
projected to 1960. 

Our declining mortality (Fig. 2), has 
been due largely to progress against infectious 
diseases, many of which take their greatest 
toll in infancy and youth. Moreover, ma- 
ternal and infant death rates have dropped 
to unprecedented levels, mainly a result of 
improved medical practices, control of in- 
fections, and better nutrition. Because of such 
advances, the average life span has progres- 
sively lengthened. Between 1850 and 1900, 
the increase was about two years per decade, 
and during the past half century, the rate 
has nearly doubled. More people are reach- 
ing maturity and old age. 


Figure 3 shows the effect of this trend upon 
the composition of the population. We see 
that the older age group is increasing not 
only in size, but in proportion. By 1960, 
nearly a quarter of the people will be over 
50, representing a four-fold increase in this 
group since 1900. This trend is due to three 
factors: declines in fertility, mortality, and 
immigration. The relative importance of de- 
clining mortality is expected to rise in the 
years ahead. 


Attention is turning to this older group 
from many points of view. Our primary con- 
cern today is with the group’s health charac- 
teristics, but merely to mention these is to 
reveal drastic secondary problems, social and 
economic. Figure 4, based on the National 
Health Survey of 1936, shows that each older 
age group contains a higher proportion of 
disabled persons. This represents a tremend- 
ous socio-economic burden as well as incalcu- 
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lable suffering. Arthritis and rheumatism 
alone, which are leading causes of orthopedic 
disablement, afflict an estimated 714 million 
Americans, costing the nation at least 150 


million man-days and 725 million dollars 
annually. 
Unless science achieves dramatic success 


against disabling chronic diseases, the pros- 
pects for the future are alarming indeed. The 
number of disabling illnesses lasting a week 
or longer will be 25 to 30 per cent higher by 
1960, and perhaps 40 to 50 per cent higher 
by 1975. Needless to say, the impact upon our 
health resources, hospitals, physicians, nurses, 
and so forth, will be tremendous. And the 
fact that ability to pay for medical care is 
relatively low among the aged has ominous 
economic implications. 

Similar to the picture of disability among 
the aged is that of the fatal illnesses: the 
older the group, the higher by far the chronic 
disease mortality. Cardiovascular diseases 
cause two-thirds of the deaths among persons 


SOUTHERN MEDICAL JOURNAL 


March 1954 


65-and-over. In this age group, other leading 
killers are cancer, diabetes, and nephritis. 


Our relatively slight progress against 
chronic disease is reflected in the life ex- 
pectancy of the middle-aged. In Figure 5, the 
increase in life expectancy from birth is com- 
pared with that from age 50. Whereas the 
total life span of white males has risen about 
1814 years since 1900, the life expectancy of 
50-year-olds is higher by little more than 2 
years. An even more striking comparison can 
be made if we go back a century, using 1850 
data for Massachusetts as roughly representa- 
tive of the country as a whole. The improve- 
ment in life expectancy from birth is over 
28 years; from age 50, only 114 years. And a 
view of the progress against our leading 
cause of death, cardiovascular disease, shows 
a decline in risk for those under 45, but 
little change for those older. 

Comparisons of data for the United States 
with those for certain foreign countries are 
also revealing. In well developed regions, life 


U.S. POPULATION, 1900-1950, IN MILLIONS 


1940 


1950 


Cuart 


|| 
169 
152 
i320 
KOO 
| 2 3 e 
e. 
oc 
OX? 
CeCe, OY 2209 
1900 1920 1930 1960 


Vol. 47 No. 3 


SEBRELL: 


expectancy has followed similar trends. In 
Scotland, for example, the increases for males 
between 1870 and 1949 were about 2314 years 
from birth and only 2 years from age 55. 
Estimates for Japan afford a somewhat dif- 
ferent approach. Whereas the life expectancy 
of males at birth is about 14 per cent less 
than in this country, it is only 4 per cent less 
at age 50. These comparisons emphasize that 
our health gains, for the most part, have been 
against diseases of the young, and that older 
people are nearly as vulnerable to fatal illness 
as in other countries and in former times. 


Our aging population, then, presents a two- 
fold medical problem. First, disability: to 
keep the older people healthy and productive. 
Secondly, chronic disease mortality: to add 
years of life through medical research and 
disease control. This represents a major shift 
of emphasis in the nation’s medical needs. 
Research effort today is necessarily concen- 
trated on the so-called chronic or long-term 
illnesses: heart disease, cancer, mental illness, 
arthritis and rheumatism, diabetes, blindness, 
and neurological disorders such as epilepsy, 
multiple sclerosis, and cerebral palsy. Instead 
of being concerned primarily with damage 
by foreign organisms in the body, scientists 
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today confront the malfunction of the body 
itself. 


The mounting significance of chronic dis- 
eases had become strongly felt before World 
War II. Accordingly, there was established in 
1937 at Bethesda the National Cancer Insti- 
tute, dedicated to research against the disease 
that had risen from eighth to second among 
leading causes of death in this country. Dur- 
ing the first five years after the war, the pat- 
tern was extended. Six additional research 
Institutes were established by Congress, each 
to work in a specialized field, such as heart 
disease or mental illness. A program was also 
established to support research projects, fel- 
lowships, training, teaching, and the con- 
struction of research facilities in America’s 
universities, research institutions, and _hos- 
pitals. 


Modern medical research, as you well 
know, is a great deal more complex than 
when Koch discovered the tubercle bacillus 
in 1882. The problems now to be studied re- 
quire teams representing many scientific disci- 
plines, using specialized equipment, and 
working in close association with scientists in 
other institutions. The various research pro- 
grams of the National Institutes of Health 
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have much in common. The most important 
similarity is the movement toward a type of 
closely integrated laboratory and clinical in- 
vestigation that is not possible in the usual 
research environment. 


The Clinical Center will permit all of the 
Institutes to conduct such integrated labora- 
tory and clinical investigations at Bethesda. 
The opening of the Center in July of this 
year marked the culmination of six years of 
careful and gradual change at NIH to permit 
a balanced participation in the national re- 
search effort against the major diseases of 
our time. 


In the clinical research program, we have 
had certain basic principles as our guide: 

(1) The Clinical Center is a research center and 
not a medical care facility. 

(2) Patients selected as research subjects will be 
given medical care of the highest quality. 

(3) The design and operation of the Center fosters 
interchange of ideas and skills of all the major 
basic laboratory, pre-clinical, and clinical spe- 
cialties. 

(4) Resources of the Clinical Center are available 
for collaborative research by established scientists 
from other institutions, and opportunity is pro- 
vided for able young clinicians to gain specialized 


training for independent careers in research 
medicine. 
(5) In assembling the professional and_ technical 


staff, every effort is made to minimize the im- 
pact on local medical and educational institu- 
tions. 


(6) In obtaining study patients, close collaboration 
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must be maintained with physicians, hospitals, 
medical schools, and clinics, the purpose being 
not to interfere or compete, but rather to per- 
mit medical practice, teaching, and research to 
work together in harmony. 

Since the inception of the Clinical Center 
program, we have begun studies on approxi- 
mately sixty patients. We plan to expand 
our clinical research gradually, so that there 
will be perhaps 250 beds activated by next 
June. Most of our key professional staff is 
already at work, with technical and support- 
ing personnel arriving in established ratios 
to patient admissions. 


I should like to review very briefly certain 
aspects of the physical plant at Bethesda. 
The Clinical Center has six wings for basic 
laboratory studies. In addition, the north 
side of the main stem is largely occupied with 
clinical laboratories. The central and south 
portions of the stem contain facilities for the 
care of 500 study patients. The space in all 
three areas, laboratory, clinical, patient, is 
divided among the seven Institutes according 
to their program needs. This space plan has 
the advantage of permitting a high degree ot 
integration among the many specialties re- 
quired in research today. 

Because the principal emphasis in our re- 
search is on the chronic diseases, many of our 
study patients will remain in the Center for 
long periods, requiring special facilities for 
their morale and general well-being. For ex- 
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ample, the normal ward can be rearranged 
for ambulatory patients. The building is air- 
conditioned, there is a chapel, and there are 
extensive occupational and recreational ther- 
apy areas. Each nursing unit has thirteen 
rooms (with two units per floor), and each 
floor has a branch kitchen. 


The sole purpose of the Clinical Center is 
to permit research with a high degree of in- 
tegration and hence greater effectiveness. 
There is close proximity of the patient area 
and the basic and clinical research labora- 
tories. 


Our projects begin with a research design. 
If the investigation involves patients, and if 
our Medical Board determines that estab- 
lished criteria for the patients’ welfare are 
met, the patients are recruited and the study 
begins. This brings us to what I know to be 
the heart of your interest in the Clinical 
Center, the study patient, the physician, and 
their respective roles in this kind of research 
enterprise. 


First, as to the patients. Before they can 
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be admitted to the Center, they must meet 
three criteria: 


(1) They must present diagnoses meeting the specific 
requirements of a study for which patients are 
being recruited. 

(2) They must be referred 
channels. 

(3) They (or their parents or guardians) must show 
a reasonable understanding of their role and a 
willingness to participate. 


through professional 


To reduce travel cost and to simplify fol- 
low-up studies, most patients will be drawn 
from the eastern seaboard. If research need 
dictates, however, they may come from other 
parts of the country. We consider the study 
patients to be members of a research team, 
along with our nursing and dietetic staffs and 
our physicians and investigators. In addition, 
we believe that the research will be most pro- 
ductive if the referring physician considers 
himself a part of this team. The study patient 
will get the best possible medical care while 
with us, and when discharged, will return to 
the care of his personal physician. 


The referring physician will receive peri- 
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odic reports on the patient's condition. He is 
welcome to visit the Clinical Center at any 
time to discuss the patient or the study, and 
consultation on treatment after discharge 
from the Center will be available to him on 
request. His cooperation will be vital during 
periods of follow-up when appropriate to the 
project. 

We hope to make these relationships in- 
formal and highly personalized. Since we re- 
ceived our first patients on July 6, experience 
has already shown that, for the most part, 
physicians and medical care centers in the 
greater Washington area accept the develop- 
ment of a clinical research program at NIH 
as a community asset. We will do everything 
we can to merit a continuation and extension 
of this confidence. 


Certainly, I cannot begin to review the 
broad research program of the seven Institutes 
of Health. I should also hesitate, in a general 
presentation, to describe all or even most of 
the clinical studies now in progress or 
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planned. I shall attempt, however, to describe 
briefly a single representative study area, with 
a view to illustrating the kind of research 
project under way here. An excellent example 
is the fundamental research on epilepsy being 
conducted by the National Institute of Neu- 
rological Diseases and Blindness. 


In recent years, as many of you know, an 
operative procedure has been developed for 
the relief of persons suffering from psycho- 
motor seizures. This consists essentially in the 
excision of damaged brain tissue. 1 under- 
stand that approximately half of those treated 
to date are totally free of symptoms, and an- 
other quarter have benefited appreciably. 
This craniotomy is undertaken, of course, 
only after various anti-seizure drugs have 
proved ineffective. I might add that the 
period of hospitalization does not much ex- 
ceed that for an appendectomy. 

We are now performing this operation at 
the Clinical Center. We are doing so, in part, 
to develop new clinical technics and instru- 
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ments that will improve the procedure. In 
addition, it provides an unusual opportunity 
to increase our basic understanding of the 
functions of the brain, especially the temporal 
lobe. 


Just about a year and a half has passed 
since Dr. Wilder Penfield of the Montreal 
Neurological Institute reported evidence in- 
dicating that the temporal lobe plays a major 
role in the function of memory. Our investi- 
gations are now concerned with following up 
this preliminary finding. We do not know 
which half of the temporal lobe, if not both, 
dominates the processes of recording experi- 
ence, and we are trying to find evidence of 
internal and surface nerve pathways respon- 
sible for memory processes. I should point 
out that these explorations, which are just 
beginning, are also under way in other lab- 
oratories in the United States, Canada, and 
abroad. 

The craniotomy provides us with various 
other basic and clinical research opportuni- 
ties. The excised nerve tissue is turned over 
to our laboratory of clinical neurochemistry, 
which subjects it to extensive chemical 
analysis. The metabolism of epileptic tissue 
apparently differs from that of normal tissue. 
In epileptic tissue we do not find so much 
acetylcholine formed in reserve, and less 
glutamic acid has been found. We are exam- 
ing these differences further, and are looking 
for other metabolic abnormalities. What is 
yielded regarding the basic biochemistry of 
seizure will then be made available to the 
laboratory of applied pharmacology, to aid 
in the development of anti-seizure drugs. 

I do not wish to labor this process of re- 
search coordination. 1 should mention in 
passing, however, that brain wave recordings 
by means of the electro-encephalograph play 
an important role in defining the area of 
tissue to be excised during the operation. We 
are also recording brain waves modified by 
the electrical stimuli used in the temporal 
lobe localization studies. It seems evident that 
our instruments for obtaining sensitive data 
on brain activity and our methods of inter- 
pretation must be improved, and we are 
therefore concerned also with extensive re- 
search development in this field. 


Long before the opening of the Clinical 
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Center, the Public Health Service had been 
actively aware of epilepsy as a major public 
health problem. By reliable estimate, there 
are approximately 114 million epileptics in 
the United States. Although more than three- 
fourths of all patients can be relieved sub- 
stantially, those who benefit physically from 
proper therapy rarely benefit psychologically, 
socially, and economically. Even those who 
suffer only one or two seizures yearly must 
still face the stigma of being epileptic. As you 
know, the effects of this stigma, even in our 
modern civilization, include unemployment, 
prohibition of marriage, and ostracism. It is 
therefore essential that means be developed 
for total control. 


Some of our laboratory investigations at 
Bethesda have long been concerned with 
seizure, directly and indirectly. In the funda- 
mental research program shared by the Na- 
tional Institute of Neurological Diseases and 
Blindness and the National Institute of Men- 
tal Health, one investigator, for example, is 
studying the relation of potassium ion con- 
centration to the electrical activity of the 
cortex. Another is concerned with patterns of 
such electrical activity in relation to various 
stimuli. 

Our main participation in epilepsy studies, 
however, is through our research grants pro- 
gram. From 1948 through 1953, the Public 
Health Service supported both fundamental 
and clinical studies in this field in the 
amount of almost half a million dollars. For 
the fiscal year 1954 alone, our support will 
amount to approximately $235,000. I shall 
not describe these studies, but I should like 
to mention a promising result at the Uni- 
versity of Utah. Investigators there have 
found that desoxycorticosterone, in animal 
experiments, increases the action of anti- 
seizure drugs more than ten-fold. We hope 
that these results will obtain clinically. 


In a sense, the mechanics of clinical re- 
search are not very different from diagnosis 
and therapy as practiced in modern hospitals. 
There, too, it is essential to utilize a team of 
specialists: the biochemist, biophysicist, phar- 
macologist, pathologist, clinician. We do not 
hesitate to use the terms “integrated” and 
“team” as they apply to NIH research. For 
certainly, in this framework, there is no loss 
of individual freedom, no diminution of the 
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values of independent thought and action. 
Moreover, there is a net gain arising from 
physical and intellectual proximity in the ap- 
plication of specialized talents to common 
problems. 

I wish there were time for me to detail 
other aspects of the NIH research program. 
I have barely mentioned, for example, our 
fundamental laboratory studies at the pre- 
clinical stage. Other aspects of our program 
include research fellowships, visiting scientist 
activities, and grants for the support of non- 
federal research in a wide variety of medical 
fields. In addition, there are many less for- 
mal ways of linking the Clinical Center and 
the research activities of the seven Institutes 
with the United States as a whole, the com- 
munity served by the Public Health Service. 


The growth of our research activities, in- 
cluding the Clinical Center program, has 
imbued the Service with a deep sense of 
responsibility to give full value in return for 
the investment. We believe that the new 
clinical dimension will aid in this objective, 
for our research now involves directly that 
most powerful stimulus to creative thought, 
the sick human being, for whom the vast 
potentialities of medical science have not yet 
been realized. We are confident that our re- 
search program is increasingly providing the 
practicing physician with better means for 
alleviating human suffering, for prolonging 
life, and for making all the years of the life 
span more useful to the individual and to 
society. 


DISCUSSION (Abstract) 


Dr. Theodore J. Bauer, Atlanta, Ga.—The Clinical 
Center will be utilized in research studies sponsored 
by the seven Institutes of the National Institutes of 
Health. Much of this research will naturally be con- 
cerned with the chronic degenerative diseases of the 
older age groups, because most of the institutes were 
created to combat chronic diseases. The research to be 
carried out by one of the institutes, the National 
Microbiological Institute, is of direct interest to the 
work for which I am responsible in the Public 
Health Service’s Communicable Disease Center here in 
Atlanta. 

The contributions made in the past by the Na- 
tional Microbiological Institute have added consid- 
erably to the store of knowledge about communicable 
diseases. The following are examples of only a few 
which have been utilized by the Communicable Dis- 
ease Center in controlling diseases: 
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(1) Recently, the Institute developed a vaccine with 
lasting protection of dogs against rabies. The Com- 
municable Disease Center has evaluated this vaccine 
along with three others as part of its search for a 
long-lasting, effective, practical dog vaccine. Nation- 
wide utilization of such a vaccine would go a long 
way toward eliminating the rabies hazard to man, 
most of which results from the bites of infected dogs. 


(2) The Institute determined that, in infected cows, 
the rickettsial organisms of Q-fever were shed in the 
milk and would survive the usual pasteurization tem- 
perature of 143° F. for 30 minutes. As a result of this 
basic information the Communicable Disease Center 
sponsored field studies which demonstrated that these 
organisms could not withstand a temperature of 145° 
F. for 30 minutes, or the more modern method of 
flash pasteurization at 161° for 15 seconds. Effective 
utilization of this information should eliminate that 
portion of human Q-fever which is acquired by drink- 
ing infected milk. 


(3) The National Microbiological Institute has orig- 
inated or improved many diagnostic tests for com- 
municable diseases which are now being used by the 
Communicable Disease Center. Among these are pro- 
cedures used to confirm leptospirosis, amebiasis, typhus, 
echinococcosis, trichinosis, and toxoplasmosis. Ex- 
tensive use of these laboratory diagnostic methods has 
proved to be of great value in the diagnosis and con- 
trol of these diseases. 


The general public and even the scientific world is 
hardly aware that, in spite of the remarkable progress 
made in the past hundred years, communicable dis- 
eases still constitute a major public health problem. 
Over one hundred thousand Americans still die an- 
nually from such causes. Over two million cases are 
reported each year. Over a hundred million school 
days are lost each year. Over one hundred and fifty 
million days of labor, valued at over two billion 
dollars, are lost because of communicable diseases. 


These facts indicate that the communicable dis- 
eases are still worthy adversaries of mankind even in 
this country where their ill effects have been reduced 
dramatically. 

The past contributions of the National Institutes 
of Health laboratories have been most valuable in 
assisting with the control of communicable diseases, 
but it is expected that even greater advances will 
result in the future from the combined use of labora- 
tory and Clinical Center facilities. Planned research 
of this type will give additional knowledge necessary 
further to suppress the many highly prevalent and 
debilitating communicable diseases in this country. 


Dr. R. L. Simmons, New Orleans, La.—I think it 
important to mention one practical aspect of the 
Clinical Center which perhaps has occurred to many 
of us but which was not covered by Dr. Sebrell be- 
cause of a lack of time. 

Recently it was mentioned that this Center would 
probably cost about 52 million dollars. ‘The question was 
raised, “Is not that an awful lot of taxpayers’ money 
to spend for this kind of institution?” The reply to 
this question was significant in that it pointed out 
that in past years, many “wonder drugs” have been 
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released for use by the public which even though 
evaluated from the standpoint of toxicity and safety 
had not been thoroughly investigated from the stand- 
point of usefulness. The Clinical Center will provide 
for the first time a situation where under carefully 
controlled conditions, and yet a minimal period of 
time, the usefulness of drugs or other technics can 
be evaluated without the expenditure of a tremendous 
amount of money on the part of the general public 
and the medical profession. In past years, these ex- 
penditures have been made by the public only to 
find that the drugs or procedures were not of real 
value. The Clinical Center, being able to establish a 
more accurate evaluation in a shorter period of time, 
will serve a very useful purpose which will have a 
money-saving aspect for the public. Probably the cost 
of the Center will be repaid over a period of years 
by the savings on the part of the public which will 
be made possible through a better evaluation of drug 
products before they are released for general con- 
sumption. 


Dr. R. E. Dyer, Atlanta, Ga.—Dr. Sebrell gave me 
quite a lot of praise a moment ago but I want to call 
attention to the fact that that is not for myself alone 
but a group of individuals of whom Dr. Sebrell was 
one. It was a cooperative sort of thing. 


Dr. Sebrell outlined the increase in life expectancy 
which has resulted in part from research on the com- 
municable diseases. Much remains to be done in this 
field but our past progress has stressed the load of 
problems caused by the increase of the population in 
our older age groups. 

It seems difficult now to think of solving the prob- 
lems of cancer, heart disease, mental disorders, epi- 
lepsy and so forth. But let us go back 54 years to the 
1890’s. In that time the communicable diseases seemed 
just as difficult and ineradicable as the chronic dis- 
eases do now, so I am optimistic about the future 
results of research along those lines. 


Dr. Sebrell (closing)—Some mention has been made 
here of that awful subject, money. The Clinical 
Center building cost approximately 40 million dollars. 
That includes the building and its equipment. The 
necessary auxiliary buildings, such as shops, animal 
facilities, and power plant, run to approximately 20 
million dollars. 

This is a capital investment. It is not something 
that is going on year after year. It is part of the 
capital investment that the government is making 
in medical research. We are aware of our responsibility 
in this connection, not only for the initial investment 
but for the appropriation we get every year, and we 
bear in mind our obligation to deliver to the people 
of this country at least 60 million dollars worth of 
research progress. This responsibility does not give 
me very great concern because I am confident that 
with these facilities, and with the very high caliber 
of men who are devoting their lives exclusively to re- 
search, there is no question of our making research 
progress that is going to be worth many times 60 
million dollars to the people of the United States. 


I did not intend to neglect the infectious diseases. 
We still have serious ones, such as influenza, which at 
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present we cannot control. But it is the chronic, 
the degenerative diseases that have come to the fore. 
Great progress in heart disease, for example, is made 
every day, and we can see further progress in sight. 
We can see a glimmer of hope for the control of 
cancer at a future time. 


I should like to mention epilepsy as a disease in 
which research has done and is doing a great deal. 
This is one that was regarded as hopeless. We have 
a million and a half epileptics in this country, and 
more than three-fourths of those can now be relieved 
substantially. Even if the patient suffers only occa- 
sional seizures, he must still face the stigma of being 
epileptic. As you know, the effects of this stigma 
include unemployment, prohibition of marriage, and 
ostracism. We have long been concerned with this 
disease, and I believe that in the near future, even 
better control will be obtained through this type of 
research. There are many other diseases in the same 


category. 


THE TRAINING OF A RESIDENT* 


By Louis H. DouGtas, M.D. 
Baltimore, Maryland 


Just as we discuss maternal mortality in 
open meetings, let us talk about some of our 
other mistakes. Perhaps resident training is 
one about which something can be done. 

The young physician who seeks residency 
training in obstetrics and gynecology, or any 
other specialty for that matter, deliberately 
and willingly commits himself to a period of 
three or four years of little or no financial 
return. He agrees to perform a number of 
uninteresting and sometimes unpleasant but 
necessary tasks and to forego a certain num- 
ber of the pleasures of life. In return he asks 
that he be given the opportunity to perfect 
himself in the particular specialty to a degree 
required by a certifying board or to a point 
where he is capable of handling the more 
difficult cases in his special field. What would 
motivate a young, and therefore presumably 
impatient individual thus deliberately to ex- 
tend his period of education and training for 
three or four more years? Certainly not fi- 
nancial gain, for an immediate entry into 
general practice would be much more remun- 
erative. Hardly prestige or position, for spe- 
cialists today are as common as automobiles. 
There are an immense number of each spe- 


*Read in Section on Obstetrics, Southern Medical Associa- 
tion, Forty-Seventh Annual Meeting, Atlanta, Georgia, Octo- 
ber 26-29, 1953. 
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cialty running around the country competing 
with each other. No, I am convinced that in 
the large majority of instances there is a real 
desire for knowledge and, though the young 
man might hesitate to admit it, an earnest 
wish to render the best possible service to 
humanity. 

Whether this be true or not is not too im- 
portant for this discussion; the fact remains 
that these men come to us and put themselves 
in our hands with a faith that is sometimes 
quite pathetic. It is our duty to do everything 
in our power to justify this faith and if we 
are unwilling to give freely of our time, our 
knowledge and our skill, then we should not 
accept the responsibility. 

When we consider the question of residency 
training in obstetrics and gynecology from 
the viewpoint of our duty to the trainee, I 
fear that there are several ways in which we 
are being less than fair and honest. First, the 
number of positions offered and the number 
of training programs approved. I have made 
no attempt to study the situation over the 
nation but have used Baltimore as one ex- 
ample. You are all familiar with your own 
communities and can compare them with 
what I report here. In Baltimore there are 
15 hospitals approved for training in our spe- 
cialty and these 15 hospitals have 93 positions 
to fill. If in each hospital the training period 
were of four years, and this is true in only a 
few, it would mean that a maximum of 60 
trainees could complete their training. There- 
fore, at least 33 men are accepted each year 
with the definite knowledge that they will be 
dropped from the picture somewhere along 
the line. While a certain amount of competi- 
tion is desirable, should it not be at a lower 
level, that is, in the intern year? 

What about clinical material? Again using 
Baltimore as an example, we find that a very 
high percentage of the clinic cases are han- 
dled by four hospitals. While the remainder 
have so-called “service beds,” a close survey 
would indicate that they are few in number 
and that often the hospital charges are of 
necessity so high that the majority of the 
patients who can afford them can also pay a 
professional fee and become private patients. 
The spread of prepaid insurance for complete 
medical care has most certainly not helped 
this situation. To meet the deficiency, we 
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find that there is an increasing tendency for 
the visiting men to turn over their private 
patients to the house staff for operation or 
delivery, as the case may be. If this is done 
with the full knowledge and consent of the 
patient, if professional fees are properly ad- 
justed, and if all types of cases are so turned 
over, then there is little to be said against this 
practice. Yet, I find it difficult to imagine 
a physician making a statement such as this 
to a patient referred to him for an especially 
difficult operation: 

“Mrs. So and So, in order that the resident may 
receive more training, I am going to allow him to 
perform this operation on you. Because of this I 
shall make such and such adjustment in my fee.” 

I trust I am wrong and that this is the 
procedure followed in all cases. If not, then 
we are not being honest with the patient and 
we are saying to our resident staff that it is 
not necessary for them to be honest in their 
own practice. 


Another phase of training, which can more 
easily be remedied in the smaller or non- 
teaching hospital, is that of organized confer- 
ences, ward-rounds and journal clubs. If the 
chief is so inclined and is willing to give 
freely of his time, his knowledge and his ex- 
perience, these can be made quite attractive 
and valuable. But I fear this is neglected 
frequently and the house staff is allowed to 
shift for itself. A few years ago I went to one 
of the hospitals in Baltimore to see a patient 
in consultation. The problem was relatively 
simple and was disposed of in a few minutes. 
Following this, I was flattered and quite 
amazed to find myself surrounded by the 
house staff who spent at least an hour asking 
me questions about a number of subjects and 
who were apparently hungry for information 
and instruction. Upon inquiry it was dis- 
closed that in that particular hospital there 
was no’ organized teaching program at all. 
This was about 10 years ago and at this writ- 
ing there still is no such program. 


It might be suspected that, in some in- 
stances, the desire of the hospital to establish 
residency training and to have such training 
approved for board certification was based 
upon the need for a house staff to assist in 
the care of private patients rather than the 
urge to offer training and instruction to 
young men eager to perfect themselves in a 
particular specialty. This is certainly eco- 
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nomical from the standpoint of the attending 
man, but is most unfair to the trainee. It is 
admitted that assisting and watching a skilled 
physician is important, especially if he takes 
the time and trouble to teach and explain as 
he operates. Too often he is the “silent op- 
erator’ type, who prides himself on the speed 
with which he can complete any given pro- 
cedure and who has not the inclination or 
the ability to instruct. He expects from those 
assisting him only mechanical dexterity. He 
discourages questions or discussion of the case 
and is unwilling to tell why he does things 
in a certain way or to demonstrate anatomy. 
No matter how polished an operator this man 
may be, he is not a teacher and should not be 
given the responsibility for training others. 


What, then, is the answer to this problem? 
Very frankly, I do not know. I have some 
ideas on the subject, but certainly not the 
complete answer. I present it to you for your 
careful consideration and with the plea that 
we all look into it from our own standpoint 
and ask ourselves how we can give better and 
better training to these young physicians who 
entrust themselves and their futures to our 
care. 


First, residency programs should not be 
established merely to obtain help in the care 
of private patients. If that is all that is de- 
sired, then paid assistants may be used or a 
preceptor program established. Here the pa- 
tient knows what is going on and that value 
is being received for the money spent. An 
assistant or a junior partner can relieve his 
chief of many of the details of practice and 
can make life much more pleasant for him. 
Since these arrangements are usually on a 
long time basis, the training of the assistant 
does not have to be concentrated into a three- 
year period, but may be more gradual and 
much more complete. 


If a residency program is @ffered, every 
attempt should be made to have it as com- 
plete as possible. Pyramiding should be kept 
to a minimum and, if possible, incomplete 
training (of one or two years) should be of- 
fered only to those who do not desire to 
qualify themselves for board certification. For 
the remainder there should be a steady pro- 
gression through the various stages of assistant 
residency to the final one of chief resident. 
The last named individual should be given a 
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large amount of responsibility, both admin- 
istrative and professional and should be en- 
couraged to make many decisions for himself. 

Remuneration of a sort should be given 
all trainees and it should be sufficient to keep 
them moderately happy. By this I do not 
mean that large sums should be paid to house 
officers or that the amount be such that it 
will compensate for inferior training. Hos- 
pitals should not enter into competition with 
each other on the basis of how much they 
pay, but rather on the basis of opportunity 
for experience and education. 


A chief of a service should feel the same 
sense of responsibility to his house staff that 
he does to his own family. Actually they are 
temporarily his children and they should look 
upon him as father, a guide, a counselor 
and an example they can follow. Habit pat- 
terns they acquire during these formative 
years will probably remain with them for the 
rest of their lives. It is during these years 
that they learn the rudiments and essentials 
of medical ethics, how to handle patients and 
to look upon them not as “cases” but as hu- 
man beings capable of joy and sorrow, even 
as you and I. They must be taught the sanc- 
tity of human life and a pride in their pro- 
fession. There must be instilled into them the 
desire constantly to increase their knowledge 
and their ability and the realization that no 
one ever reaches the point where there is 
nothing new to learn. 


This would appear to be a large order and 
indeed it is. The responsibility to be assumed 
in the training of a resident is a real and great 
one. It should be assumed only after due 
consideration and only if one is genuinely 
and sincerely interested in giving these young 
men the best possible training. 


DISCUSSION (Abstract) 


Dr. Willis E. Brown, Little Rock, Ark.—This paper 
is both fitting, timely, thought-provoking, and quite 
controversial. 

The problem is important, and if we do not clean 
our own house it will be cleaned for us. We cannot 


shirk much longer the responsibility of turning out 
partially and poorly trained specialists. The level of 
specialty care will fall inevitably if we do not face this 
problem. 

The purpose of a residency training program is 
quite simply stated but not easily provided. 


It is to 
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insure a mechanism for the guiding of young physi- 
cians through a clinical experience which will make it 
possible for them to practice the art on the highest 
possible plane. The American Medical Association 
recognizes, and our boards of specialization recognize, 
two mechanisms for the accomplishment of this pur- 
pose: preceptorship and residency training. 

Dr. Douglas has undertaken to describe the pitfalls 
and problems of the residency training problem in 
Baltimore. They are not unique in that city. 


The ingredients necessary for a good residency train- 
ing program may be defined in three general cate- 
gories: first, and I believe foremost, the chief of serv- 
ice; secondly, he must have willing and capable as- 
sistants; and third, there must be clinical material. 


Dr. Douglas says: “These men . . . put themselves 
in our hands with a faith that is sometimes quite 
pathetic. It is our duty to do everything in our 
power to justify this faith, and if we are unwilling to 
give freely of our time and knowledge and our skills, 
then we should not accept this responsibility.” I 
quote him again: “If the chief is so inclined, and will 
give willingly and freely of his time, organized confer- 
ences can be developed which are both attractive and 
valuable.” And third: “A chief of service should feel 
the same sense of responsibility to his house staff as 
he does to his own family. Actually they are tempora- 
rily his children, and they should look upon him as a 
father, guide and counselor.” The chief of service 
is usually the busiest practitioner with the largest and 
most remunerative practice, who wants an assistant, 
not students. If the chief will take the time, even 
a poor hospital can offer a good residency. 


I should like to list five requirements for a good 
residency training program: (1) clinical material; (2) 
mechanisms for the correlation of the art of obstetrics 
and gynecology with the science of our disciplines; 
(3) opportunity to make decisions; (4) the resident 
must teach in order to learn to crystallize his thoughts 
and formulate his ideas; and (5) he must be given an 
opportunity to gain maturity. 

When we speak of clinical experience we are prone 
to refer to the thousands of women delivered within 
our portals. What proportion of our disciplines are 
hospitalized? What of the outpatient? The number 
of beds is not the answer. It is an opportunity for a 
resident to have contact with both inpatient and out- 
patient material. He may study private patients, but 
he will gain experience only on patients fully com- 
mitted to his care. 


The arts and science of our discipline must be cor- 
related. May I use as an example the area ef path- 
ology? All too often we turn our residents over to the 
professor of pathology or the pathologist of the hos- 
pital for his training in pathology. This may enable 
him to pass the Board examinations. But the chief 
of service or one of his associates should study the 
patient with the resident, see the lesion with him, 
look at the slides with him, open the abdomen with 
him, discuss the clinical pathology, and watch the 
convalescence. Then, and only then, does the science 
of pathology become a part of the art and science of 
the practice of obstetrics and gynecology. 
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The pathologist can teach the architecture seen on 
the slide only. Only the clinician, with the patient in 
front of him, can properly read the slide. 

Conferences of all varieties can be developed. All 
of the films of the departmental program can be re- 
viewed once a week with the radiologist, and the his- 
tory and the clinical interpretation brought to bear. 
Ward rounds, seminars, may easily and adequately cor- 
relate the art and science of our specialty. They re- 
quire the time of the chief of service. 

The opportunity to make decisions is extremely im- 
portant. The resident who finds the patient already 
admitted to the hospital with a known tumor is then 
only a technical assistant. The decision was made. 
The resident must have an opportunity to make de- 
cisions, and, if I may say so, to make his share of the 
mistakes. It is up to us to provide the necessary 
safeguards that the patient not be hurt, but the resi- 
dent must make his share of the decisions and mistakes. 

Perhaps you do not visualize teaching as an im- 
portant part of the training of a resident. It is an 
extremely important part. Until the resident has 
learned to formulate his thoughts, until he has learned 
to express them, he has not made them a part of 
himself. In the nonteaching hospital there are always 
student nurses to be taught; there are interns to be 
taught; there are staff meetings at which the resident 
may read a paper, and county society meetings. He 
can carry out research. There is ample opportunity 
for the resident to teach even his chief. Give him 
that opportunity, and it will greatly enhance his edu- 
cational experience. 

The hardest thing to attain is maturity. Time is 
one of the ingredients of maturity, and the one- or 
two-year residencies can never accomplish it. The 
man who spends one year here, and one year there, 
and one year somewhere else is still in the diaper stage 
professionally. He must have time to mature under 
one chief. He must have increasing responsibility. 


These mechanisms are easily obtainable in most 
teaching hospitals. How about the nonteaching hos- 
pitals? How about the institution in the smaller com- 
munity? They, too, if they will, can provide good 
residency programs. If they cannot, they should be 
discontinued. 


The most important thing is to revise, revitalize, 
and re-select the chief of staff. If he is willing to 
spend the time and energy, a good program can be 
developed. 

The third possibility is that they may affiliate with 
another teaching institution. In this regard I should 
like to describe briefly a plan that we have embarked 
upon at the University of Arkansas with one of our 
associated hospitals in that community. 


We have worked out an affiliated program in which 
the residents spend their correlative time at the Uni- 
versity; they see the patients in the private hospital 
for intervals of time during their service, and the 
chief of service at that institution sees to it that they 
increase their responsibility while in that institution. 
They then return to the University for their maturing 
process. 


Affiliated programs may be built along a variety of 
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lines. The chief of the parent service will have to 
have some supervisory control over the residents in the 
affiliated hospital; otherwise it is only a span of time 
spent without reward. 

Each community has its own problem. Each of us 
will have to survey our own hospital and our own 
residency training program, and each of us will have 
to see that the chief of service spends the necessary time 
with the men to be trained. 


MENTAL HYGIENE IN INDUSTRY* 


By C. Forp, Px.D. 
Houston, Texas 


The managers of modern industries have 
come to appreciate the importance of pro- 
moting and maintaining the mental hygiene 
of their employees. They have learned that 
this is essential if their organizations are to 
realize the potential of their human resources 
and to prosper and grow. In most cases, this 
growing interest is based on good common 
sense and sound management principles and 
not on emotional paternalism. 


The Problem.—The human relation prob- 
lem, as seen by most of the managers I have 
known, is that of 
“planning and administering their personnel program 
so as to achieve the objective of the business and still 
make it possible for the employees to realize their self- 
interests by contributing toward this goal.” 

It is not a matter of trying to keep every- 
body happy. They all realize that a certain 
amount of unsatisfaction, stress of competi- 
tion, and other dynamic situations are con- 
ducive to progress and growth. 

The Objective of Industrial Mental Hy- 
giene.—I mention this because I believe that 
the objective of the professional people, such 
as ourselves, should correlate rather closely 
with that of the managers who call upon us 
for aid and guidance. Our objective then, in 
terms of mental health, is to help keep em- 
ployees on the job and producing effectively. 
An employee who is producing in an effective 
manner usually has a feeling of well being and 
is a mentally healthy person. 

Mental Hygiene Defined—An employee 
may be considered in desirable mental health 
“when the satisfactions experienced in his day 


*Read in Section on Industrial Medicine and Surgery, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 
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of living and working outweigh the discom- 
forts involved.” When this is true, he is usu- 
ally able to resolve the tensions that are bound 
to arise from day to day without significantly 
reducing his effectiveness. 

The Employee in a Cultural Environment. 
—An employee’s mental hygiene is influenced 
considerably by some general forces and con- 
ditions as well as those in the immediate work 
situation. 


For a long time now, we have been more 
concerned in our educational processes (both 
formal and informal) with teaching young 
persons technical knowledge and skills than 
we have the art of living effectively. We have 
neglected the civilizing process by which young 
people grow up to become responsible and 
self-disciplined members of a complex society. 
We have failed to impart a sense of balance 
between personal rights and personal responsi- 
bilities. There has been also a tendency to 
confuse self-indulgence with self-expression 
and to neglect the importance of self-discipline 
in effective working and living. 


There have also been the effects of the ad- 
venturous American spirit to seek “greener 
pastures,” a chance for a “big deal,” or for 
building one’s own business, which affect an 
employee’s attitude toward his job. 


There is still the tendency to seek escape 
from troublesome situations through eco- 
nomic, legal, social, or physical means rather 
than stick it out and develop a more effective 
relation to such situations. Freedom to run 
from life’s problems seems to be one of our 
basic freedoms. 


Each employee comes into the work situ- 
ations with the effects of these conditions and 
continues to be affected by them on his job. 
His behavior in a particular situation is not 
a simple matter of cause and effect. The rea- 
sons for his behavior began with heredity and 
birth and have been modified by experience. 
The immediate situation merely served as a 
“trigger effect” to set off his unique behavior 
reaction. 


The Employee in His Job Environment.— 
In the immediate work situation, there are 
numerous conditions which produce stress for 
different employees. Some of these conditions 
are: 

(1) Unqualified leadership 

(2) Limited opportunities for advancement 


+ 


(3) Unpleasant physical working conditions 

(4) Competition for the better jobs 

(5) Improper placement of personnel 

(6) Personality clashes 
and many other conditions that are apt to 
exist in any industrial work situation. Em- 
ployees differ widely, however, in their sen- 
sitivity to the various aspects of their work 
environment and react according to their own 
temperamental qualities and degree of self- 
mastery. 

Signs of Stability and Maturity in Employ- 
ees.—In our work we have found four criteria, 
or symptoms, of personality integration to be 
closely related to employee effectiveness and 
also helpful in determining: 

(1) How much stress can the employee withstand? 

(2) What are his strengths and weaknesses in inte- 

gration? 

(3) What program of self-improvement is most ap- 

propriate for the individual? 

Two of these criteria of integration make 
for constructive liberation of energies and use 
of talents. 

(1) Self-confidence and self-reliance, an all-pervasive 
and optimistic attitude of one’s ability to get 
into the stream of events and accomplish in 
accord and with his talents. 

Social confidence, a basic feeling that others will 
react favorably to one and accept him in human 
associations. 

Two other criteria that make for control 
and direction of energies and talents are: 

(1) Habits of emotional and nervous control, bal- 
ance in feeling and thinking which enables one 
to concentrate effectively and resolve mental 
and emotional tensions before they become un- 
duly handicapping. 

Self-discipline and self-restraint, inhibitions and 
habits of persisting in the face of difficulties and 
striving toward self-improvement. 

We have found that individuals who have 
developed reasonably good habits and atti- 
tudes along these four lines can endure con- 
siderable stress while their effectiveness is not 
significantly reduced. They also seem to be 
able to snap back readily from severe stress 
and usually do not experience many ill after- 
effects from such experiences. 

Ability of Employees to Endure Stress.— 
There are no personalities so well integrated 
that they can endure all situations. If the 
stresses are severe or prolonged, any of us can 
bend or break. It becomes a matter of degree 
in reaching the breaking point. 
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We have had the opportunity to survey most 
of the personnel in several industrial plants 


SOUTHERN MEDICAL JOURNAL 


March 1954 


during the past few years and the results run 
very much the same. Only about 15 to 20 
per cent measured strong in all aspects of 
personality integration, and about 10 to 15 
per cent measured weak in all aspects of in- 
tegration. Comparatively, among the ordinary 
run of applicants, we have found that approxi- 
mately 30 per cent are weak in all aspects of 
integration. No doubt this is why many of 
them are applicants instead of employees. 


This should give us some idea of the magni- 
tude of the problem of promoting and main- 
taining desirable mental hygiene among in- 
dustrial employees. Most of them have basic 
weaknesses in personality that make it difficult 
for them to adapt to an industrial society on 
a sustained basis. In addition, there are the 
ever present conditions of strain in the work 
situation, some of which can be eliminated or 
minimized and some of which cannot. 

A Positive Approach to Mental Hygiene in 
Industry.—As I see it, then, there are two 
basic approaches we can take toward pro- 
moting and maintaining mental hygiene in 
industrial employees. 

(1) An organized program of individual counseling 

aimed at aiding the employee in better under- 
standing himself, his strengths and weaknesses, 
and encouraging a program of self-improvement 
in his self-direction and self-control. 
Objective: to strengthen his capacity to with- 
stand the stresses that are bound to arise, there- 
by increasing his effectiveness in living and 
working. 

(2) An organized program aimed at improving the 
conditions in the work situation, a more ade- 
quate program of placement, orientation and 
development of employees; better selection and 
development of leaders; improvement of phy- 
sical working conditions; improving communi- 
cations; and providing adequate benefits for 
material security insofar as it is possible. 
Objective: to eliminate or minimize the con- 
ditions which produce stress in employees; at 
least those that are real. 


EMPLOYEE COUNSELING 


Introducing the Program.—We have found 
that the most effective way to institute an 
employee counseling program is to begin with 
the chief executive of the organization. He 
not only benefits personally, but it also has a 
desirable effect upon the rest of the organiza- 
tion. The employees are much more receptive 
when they know the top boss is participating. 
Extreme care must be exercised in explaining 
the objectives and procedures of such a pro- 
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gram to the employees. Despite this, a certain 
amount of tension develops among the em- 
ployees, especially the less stable and secure 
ones, concerning the true motive of the whole 
affair. After a reasonable period of time, how- 
ever, most of the group realize the advantages 
to be derived and take full advantage of the 
assistance offered. 

General Procedure Followed.—The general 
procedure we have followed is to give a series 
of ability, interest, and personality tests to 
the leadership group from the top executive 
through the front line supervision. Small 
groups who have the same job classification 
are then brought together for a discussion of 
the nature of psychological tests. Basically 
we indicate how they are constructed, the 
probable error in measurement, and in what 
they attempt to measure. Particular emphasis 
is placed on the basic urges and drives in 
people. We point out how these are reflected 
in behavior tendencies, and also the nature 
and development of habits and attitudes that 
make for good self-mastery and a well inte- 
grated personality. We try to point out to 
each individual that it is to his advantage to 
control and direct his drives and urges which 
will make for inward harmony and personal 
accomplishments. 


Each man is then interviewed personally 
for one to two hours. His unique combination 
of talents and qualities, as indicated by the 
tests and the interview, are reviewed with him 
in lay terms. His strengths and weaknesses 
in personality are discussed and he is en- 
couraged and aided by the counselor to out- 
line a program of self-improvement. More 
attention is given to the future than to past 
experiences. Consideration of the past is more 
for understanding and orientation. A follow 
through program is then outlined and the em- 
ployees are encouraged to return for further 
interviews. 

Several group discussions are then held for 
the administrative and supervisory personnel. 
These discussions are aimed at deepening 
their insight into the motivations of people, 
good skills in working people with various 
temperamental qualities so as to get their best 
efforts with less friction, and how to use 
intelligently the information secured from 
psychological tests in: 


(1) Better understanding each employee as a unique 
person. 
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(2) Training and development of employees in re- 

lation to their talents and qualities. 

(3) Better day to day supervising by considering 

each employee as an individual. 

Each supervisor is then given a copy of the 
test reports on the men under his supervision 
and the counselor reviews them with him and 
explains how he can make use of the infor- 
mation for the benefit of all concerned. He 
also gets a copy on all employees who are 
assigned to him in the future. The reports 
are written in non-technical terms and empha- 
size the employee’s possible speed of learning, 
capacity to learn, and unique behavior re- 
actions. The reports also point out how to 
motivate, to supervise, and to reprimand when 
this is necessary. Very close supervision re- 
garding the use of this information is needed 
during the first year, but after that supervisors 
use it as they would any other information 
concerning the employees they supervise. 


A continuous individual counseling pro- 
gram is then instituted which is available to 
all employees from the top executive to the 
new employee. Time does not permit a de- 
tailed discussion of all the special problems 
and technics involved in such a program. The 
executive has his unique problems due to his 
role, the supervisor has his problems, and the 
individual employee has his. Suffice it to say 
that much of the counseling is with people 
who desire to broaden their understanding of 
human behavior, to grasp the motivations 
behind the behavior of themselves and others, 
or to seek suggestions on self-improvement. 
These we try to help as well as those who are 
temporarily emotionally upset. But when an 
employee seems to be unduly disturbed and 
prolonged therapy seems needed, we suggest 
that he or she consult the company or family 
doctor, since our main objective is to improve 
and to prevent and not to cure. 


The individual counseling program then is 
aimed at increasing the effectiveness in living 
and working of normal healthy employees. In 
short, it is a sort of emotional first aid. 


Personnel Selection and Placement.—An 
employee’s mental hygiene is affected to a 
certain extent by his adaptability to the type 
of work to which he is assigned. Proper se- 
lection and placement does not mean trying 
to pigeon-hole people into little niches. Most 
people can satisfactorily adapt to a very wide 
variety of jobs and be equally effective in any 
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one of them. There are certain things that 
should be considered, however, in placement 
of personnel. 

(1) Has he at least the minimum degree of intelli- 
gence needed to learn and comprehend the work 
satisfactorily? 

(2) Has he temperamental characteristics, such as 
concentrating on details, working by himself, 
social aggressiveness, and other factors required 
for effective performance of the job? 

(3) Has he a reasonable degree of personality in- 
tegration which is needed to withstand the 
stresses involved in the job? 

The whole program of upgrading employees 

should also be based upon consideration of 
these conditions. 


There will always be a certain number of 
employees who aspire to be somebody or do 
something for which they are not qualified, 
and never will be. Such persons will be dis- 
appointed when they fail to get a certain job, 
but it is better to administer a little emotional 
first aid at this point and get it over with 
than to make it a continuous affair. ‘This 
approach may also prevent possible emotional 
upsets in others with whom he works. There 
is no way to satisfy all employees as far as 
promotions are concerned. Some things can 
be done to prepare them for the shock and 
that is about all. 

The pertinent information about an in- 
dividual needed for proper selection and 
placement can be secured largely by objective 
means such as personal history record, and 
psychological tests supplemented by interview 
and observation on the job. Each man must 
be conceived as a “whole” man, with all his 
desirable qualities and weaknesses and de- 
cisions made in the light of these facts and 
important demands the work makes upon the 
employee. We are apt to be more successful 
in our efforts when we take the “individual- 
istic” approach than we are when we attempt 
to set up an ideal profile for welders, ma- 
chinists, executives, or any other job. Once 
we set it all up, we cannot find anyone to 
fit it anyway. 

Orientation of Employees—Much can be 
accomplished in promoting mental hygiene 
through proper orientation of new workers, 
or workers in new roles. It hastens the de- 
velopment of a feeling of “belonging.” We 
have also found that group discussions with 
new employees on the problems all people 
have of adapting to the world of work, and 
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what they individually have to gain by learn- 
ing to meet such problems effectively, have 
produced favorable results. They seem to see 
themselves and their jobs in a different light 
and when they do become upset, many of 
them make use of the individual counseling 
services voluntarily. 

Developing Employees—In the test report 
to the immediate supervisor, suggestions are 
made concerning the training and develop- 
ment of the employee. They usually cover 
such points as: 

(1) Speed and ease with which he should be able 
to learn and his ability to think logically and 
comprehensively in abstract, as well as con- 
crete ideas. 

(2) How detailed should the instructions be? 

(3) The extent to which we have to encourage him 
along in accepting responsibilities, get out of 
his way and let him go, or prepare to hold him 
back at times without killing his spirit. 

(4) How to suggest improvement and to criticize 
with a minimum of friction. 

and similar suggestions that seem pertinent 
in any particular case. The objective here is 
to make the training fit the individual as far 
as possible. Being considered and treated as 
an individual, and in relation to personal 
abilities and qualities, aids in alleviating some 
of the tension between the worker and his 
boss and is conducive to better mental hygiene. 

Management Teamwork.—It seems to be a 
natural human characteristic for persons in 
management roles to want to build up their 
department and at times to over estimate the 
importance of their function. There is also 
the tendency for members of the group to 
develop friction among themselves due to 
their individualistic nature, integrated respon- 
sibilities, and personality clashes. Some of 
this is a healthy situation and does not affect 
the mental hygiene or the effectiveness of the 
people involved. Sometimes it does and the 
morale of the organization suffers. 

In some cases, a little individual counseling 
and emotional first aid is sufficient to clear 
up the conditions and sometimes it is not. 


We have found that a management develop- 
ment program aimed at broadening the per- 
spective and understanding of the members 
concerning their responsibilities is fruitful in 
producing better team spirit and mental hy- 
giene. In the beginning, an outside capable 
person who is well informed is invited to lead 
an informal discussion of some general man- 
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agement function, such as organizing, con- 
trolling, departmental functions and others. 
The sessions proceed from the general to the 
more specific applications and there is a free 
expression of ideas and principles. Later, the 
members are asked to develop the objective 
of the organization as a whole, and then the 
objective of their own department and _ its 
functions and how it fits into the over-all 
scheme of things. Frequent meetings of this 
kind where general principles, practices and 
trends are discussed informally aid in pro- 
moting a commonness of understanding and 
purpose. 


Attempting to promote good mental hy- 
giene among the management group by such 
an approach has proven more fruitful on a 
sustained basis than the strictly individual 
counseling approach, according to our experi- 
ences. When good mental hygiene exists on 
this level, it seems to minimize a great deal 
of the natural stresses down through the or- 
ganization and increases the effectiveness of 
the entire organization. No doubt much more 
can be accomplished by group training in 
promoting employee effectiveness and mental 
hygiene if we explore and exploit it fully. 


Personnel Planning.—Much can be accom- 
plished in promoting and maintaining em- 
ployee mental hygiene through proper per- 
sonnel planning. I might mention a few sug- 
gestions along that line which I believe per- 
tinent. 

(1) Determine future personnel needs as far as pos- 
sible and means of attracting and holding the 
type of personnel desired. 

(2) In placing men in a job, consider the job, not 
only as it is now, but also what it may be five 
or ten years from now. 

(3) Plan what is to be done for the young and 
capable persons in the organization when they 
outgrow their present responsibilities. 


SUMMARY 


I have attempted to outline some of the 
problems related to mental hygiene in indus- 
try as I have come to know them from my 
limited experience. An industrial society is a 
very dynamic and ever changing organism. It 
takes stresses to make it go and it takes al- 
leviation of stresses to keep it going. 

Due to the magnitude and complexity of 
the problem, it is often easy to over empha- 
size one approach or attack, training, place- 
ment, or individual counseling, at the expense 


of the others. An integrated program of at- 
tacking all phases of the problem simultane- 
ously seems to offer the most fruitful ap- 
proach. 


DISCUSSION (Abstract) 


Dr. Mac Roy Gasque, Pisgah Forest, N. C.—Could 
you tell me what general reaction unions have to the 
use of your psychological technics? Is there any resist- 
ance or do they accept them? 


Dr. Ford.—When we were going down through the 
organization testings holding the group discussion for 
the leaders, the union stewards said they thought the 
company ought to offer them the same opportunity. 


There were 25 stewards in that particular plant. 
We got them together, discussed the matter and made 
it voluntary. Twenty-three of the 25 took the test. 


The next year they actually wrote into the contract 
that before a man could operate in a chemical plant, 
he had to have at least normal intelligence and 
enough stability to insure his and his fellow workers’ 
safety. It has been in the rules now for three or four 
years. 


Dr. Jean S. Felton, Oklahoma City, Okla—Who in- 
troduced that clause? Management? 


Dr. Ford.—They worked it out together. IT do not 
know who mentioned it. 


Dr. Felton.—It was not initiated by the union? 


Dr. Ford (closing).—1I would not venture to guess on 
that. All I know is, it has been in there for about 
four years now. 


Another incident arose about six weeks ago, in an- 
other plant in the Gulf Coast Area. I was asked to 
meet with the industrial relations group and the un- 
ion group, to discuss a particular selection problem. 
It was for a top operating job in a plant which was 
still controlled by the union. The management could 
have used seniority, if it wished, and put the 
senior man in there and nothing could have been 
done about it; but they wanted to use an objective 
means of choosing the best men. They wanted to 
work out a job knowledge test which would carry a 
score of 60 per cent, and 40 per cent on leadership or 
personality, to make 100. The applicant then had to 
make 75 to pass or something of that sort. 


We convinced them it was not so simple as that, that 
they must determine whether the man had the job 
knowledge and we could tell whether he had the 
leadership quality. They did that. They worked for 
about four weeks, the union and the company together 
working out the job knowledge questionnaire. The 
most the men could make was 80, and they had to 
make at least 60, by an objective score. After they 
screened the eligible men on that test, all who passed 
were eligible to take the personality test. Then we 
rated them in four categories: very good, good, fair 
and poor. 


When we were discussing how to do our part of it, 
the union said, “We do not want any ‘fairs’ in there. 
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That is the reason we are trying to find a better means 
of choosing. There is no use taking somebody who 
is just fair.” When we actually checked the men by 
the tests, at first they were a little alarmed that only 
two out of seven qualified as good or reasonably 
good. What were they going to tell the other five? 
Well, they finally decided the easiest way to get the 
monkey off their back was to hire me to come to tell 
them, so I went back and interviewed all seven of 
the men, the two who were qualified and the five 
who were not, and went over their strong points and 
their weaknesses in their personality and told them 
what they needed to do in order to develop, what it 
took to be a leader of men. That is the way we left 
it, but the experiences we have had with the union in 
our limited five or six years of experience have al- 
ways been very favorable. We have not had any 
trouble with them. 


MULTIPHASIC PERIODIC EXAMINA- 
TIONS IN INDUSTRY* 
\ WORKING PHILOSOPHY 


By Spencer Fevton, M.D.* 
Oklahoma City, Oklahoma 


Among the accepted functions of the phy- 
sician in industry is the conducting of periodic 
physical examinations of employees. That this 
can be, and is, accomplished in numerous ways 
is demonstrated by the many formats used in 
the performance of these periodic reviews of 
health status. 


The traditional method, perhaps an out- 
growth of the early and unsuccessful effort! 
to motivate physicians and patients into carry- 
ing out annual examinations entails workers’ 
reporting once yearly for this procedure, and 
to it may be added one or more laboratory 
tests of physiologic efficiency or physical ca- 
pacity. This system, while feasible in a small 
and stable industrial organization, cannot be 
followed unerringly in a larger plant where the 
presence of great numbers of workers militates 
against its success. Also, in the health service 
in industry where efforts are made to broaden 
preventive medicine concepts, time may be 
utilized more effectively. For example, there 
may be frequent sessions for communication 
of health information, or greater emphasis 


*Read in Section on Industrial Medicine and Surgery, 
Southern Medical Association, Fortv-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 

tAssociate Professor of Medicine, and Preventive Medicine 
and Public Health, University of Oklahoma School of Medi- 
cine, Oklahoma City, Oklahoma. Formerly Medical Director, 
Oak Ridge National Laboratory, Oak Ridge, Tennessee. 
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may be given an intensive program in mental 
health. 

Several years ago the conflict of performing 
physical examinations in a desultory manner 
versus accomplishing a richer health program 
presented itself for resolution at the Oak Ridge 
National Laboratory. At this establishment, 
3,200 persons were engaged in research, de- 
velopment, and production activities in atomic 
energy. Rather than attempt examination of 
all the workers at a yearly frequency, certain 
of these* were selected for periodic review and 
the remainder were scheduled to receive, 
every 12 months, a battery of laboratory ex- 
aminations, physical measurements, and a 
health questionnaire. The repetitive portions 
of the industrial medical program evolved, 
therefore, into a periodic multiphasic exami- 
nation. 


Background.—Of historical interest is the 
developmental story of this kind of group 
testing. During the World War II years, mass 
chest surveys were initiated, employing the 
photofluorographic technics perfected _ pri- 
marily by De Abreu? of Brazil, with variations 
by Lindberg? in this country. These were con- 
ducted on great numbers of armed service 
members and civilian war workers. Shortly, 
there was added to this a serologic test for 
syphilis, and soon other tests suitable for mass 
usage were included, such as detection pro- 
cedures for anemia, diabetes, and visual de- 
fects. 

One of the earliest descriptions of the con- 
cept of mass testing of the population ap- 
peared in October of 1949,* and in the same 
year the first industrial application of this 
multiphasic approach® was undertaken in four 
concerns in San Jose, California, through the 
cooperative efforts of the State Health De- 
partment, the Santa Clara County Medical 
Society, and the San Jose City Health Depart- 
ment. Since this initial effort, many industrial 
medical directors either have added this form 
of examination to their programs, or have 
substituted it for the periodic physical exam- 
ination conducted by physicians. 

The Local Program.—The health service at 
the Oak Ridge National Laboratory believed 
this to be a desirable method of examining the 


*Included were personnel engaged in jobs involving ex- 
posure to potentially hazardous materials, those demonstrating 
chronic disease forms requiring constant medical surveillance, 
and individuals in executive positions. 
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personnel. About five years ago, after estab- 
lishing base lines for the various elements of 
the test battery by conducting individual hear- 
ing, vision, and other surveys, approximately 
20 employees were scheduled daily for these 
examinations or procedures: 


(1) Completion of health questionnaire 

(2) Complete blood count 

(3) Serodiagnostic test for syphilis 

(4) Urinalysis, including microscopic examination 

(5) Audiogram 

(6) Blood pressure determination 

(7) Weight recording 

(8) Electrocardiogram 

(9) Visual acuitv determination* 

(10) Rh factor determination, if not accomplished 

previously 

(11) Blood typing, if not accomplished previously 

In essence, then, we sought to detect phy- 
sical impairments and chronic illness in their 
incipient stages. A chest film, standard 14 by 
17 inches, was taken yearly on the entire lab- 
oratory staff during one week devoted to that 
examination. Photofluorographic methods 
were not desirable where occupational ex- 
posure to radiation was limited to 300 milli- 
roentgens for each worker. 


The appropriate number of 20 examinees 
daily permitted a work load within the ca- 
pacity of the clinical laboratory, the clinical 
record and x-ray sections, and the clerical per- 
sonnel. Further, re-scheduling could be ac- 
complished if a great number of new em- 
ployees were to enter, or other demands for 
laboratory services received a temporary pri- 
ority. With all these variables considered, the 
work group could be examined with ease by 
means of the multiphasic method with an an- 
nual frequency. 


Clerical work was reduced to a minimum, 
for the entire medical statistical records sys- 
tem was maintained by punch cards. Recur- 
ring lists, in the form of individual cards, 
would be supplied by the machine records 
section, and these were used as a basis for the 
calling in of employees several days in advance 
of their scheduled multiphasic examinations. 
The tests themselves were completed in about 
45 minutes, with an additional five to 20 min- 
utes for the circling of replies on the health 
questionnaire. Approximately one hour each 
year, exclusive of travel time to the Health 


*This includes measurement of distant and near vision 
(monocular and binocular) depth perception, vertical and 
lateral phorias, and color differentiation, without glasses, and 
if worn, with glasses. 
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Division, would be devoted to this program. 


Follow-Up.—Following the interpretation 
of the electrocardiogram, and the recording 
of the results for statistical purposes, all re- 
port forms showing findings were forwarded 
to the medical director for disposition. Clin- 
ical records were perused for comparison of 
findings with those of previous examinations, 
and one or more of these steps undertaken: 
(a) employee was called back for a repeat of 
the test in question; (b) additional definitive 
diagnostic studies were initiated; (c) employee 
was called in for a discussion of findings, if 
recheck showed a consistency in results; (d) 
employee was scheduled for a recheck of the 
examinations within a month if the findings 
were believed to be transient; (e) no action 
was taken if the reason for the findings was 
known, for example, mild glycosuria in a 
known diabetic; or (f) referral of the em- 
ployee to his private physician for follow-up. 
In this case an appointment would be made 
for the individual with the practitioner of his 
choice, and the findings would be conveyed 
either by telephone or letter, not only of the 
initial results, but those obtained on further 
diagnostic testing. 

Ordinarily, after this type of referral, the 
physician would inform the Health Division 
of the results of his examination, or of any 
additional findings that might have been en- 
countered were the patient hospitalized, or 
were surgery indicated and accomplished. 


Case-finding is the first step, but unless the 
sequential moves of diagnosis, treatment, and 
follow-up are made, the expenditure of time, 
money, and materials is without return. It is 
at this point that the critics of multiphasic 
examinations (usually referred to as multi- 
phasic screening, but an inappropriate term 
in industry) voice their remarks with greatest 
intensity: that there is inadequate follow-up, 
and as Smillie and Hahn? have written, 

“It is basically unfair to the great majority of the 
people who are given the tests in that it gives them a 
sense of security and well-being which is not justified.” 

In the situation described, emphasis was 
given to a thorough review of the findings, 
and disposition of the employees showing 
them. At all orientation programs to new 
employees, and in subsequent meetings of 
groups with the medical director, the meth- 
ods of multiphasic examinations were ex- 
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plained, and it was made known that because 
of the tremendous number of tests made, only 
those with some unusual findings would be 
notified, and arrangements made for addi- 
tional studies. Frequently, however, interested 
employees would call in requesting reports, 
and these were always given. 


Advantages of Procedure—As the former 
method of mass monophasic screening was of 
worth, so has the battery of examinations 
been of value. In the industrial medical mi- 
lieu, a good rapport exists between the Health 
Division and the employee, and the examina- 
tions are carried out in a facility where the 
employee knows the technicians performing 
the tests and the physicians interpreting their 
results. It is not a situation comparable to 
the infrequent visits of a mobile unit, which 
to the population segment tested represents 
itinerant impersonal medical personnel not 
particularly interested in them as individuals. 
A good feeling exists in the setting outlined, 
which obviates this development. 


The examinations are conducted by clinical 
technologists or persons trained to carry out 
the examinations so that the time of physi- 
cians, a difficult commodity to have and to 
hold in industry, is utilized for individual pa- 
tient visits and the resolution of problems of 
significance to the effective continuance of 
work, in our case, in atomic energy. 

At the time of the employee's visit to the 
dispensary for his tests, he frequently will ask 
to see a physician, so that another purpose is 
served by the procedure. Conditions are 
brought to light which otherwise would re- 
main unknown, for frequently an employee 
will not leave his worksite to inquire about 
a clinical condition which, in his estimation, 
is of minor importance. These same condi- 
tions may be those which in our aging worker 
population are of greatest illness potential. 
Whereas the employee will not go to his fam- 
ily physician when he is well, after a discussion 
of findings with the industrial practitioner 
he will seek private medical counsel, particu- 
larly when encouragingly persuaded. A great 
number of referrals results from this kind of 
program, for oddly enough test results that 
can be demonstrated in numerical units are 
impressive to the employee for he sees a 
rating scale used. What the physician hears 
stethoscopically he may question, for he sees 
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no yardstick and has no yardstick for men- 
suration. As Chapman‘ put it 


o dished the whole screening procedure is not intended 
to result in the actual and immediate diagnosis of dis- 
ease. It is intended to raise the index of suspicion for 
a disease so that additional tests will be done. The 
diagnosis is made or rejected by the private physician 
or by the diagnostic clinic.” 

Accurate diagnostic studies are needed, for 
in our contemporary industrial technology, 
work efficiency and job continuity depend 
greatly on physical and emotional capacities, 
and annual multiphasic examinations can pro- 
vide serial reviews of the physiologic fitness 
of the individual. These summaries can be 
utilized in appraising an older worker's abil- 
ity to remain on a job after reaching a sched- 
uled retirement age. Without annual find- 
ings, One must resort to a comparison of the 
results of the pre-placement and retirement 
physical examinations, and the possibility of 
estimating progress rates in chronic disease 
development is not present. As Kuh’ has 
written, 

“While multiphasic screening does not serve as a 
first means of estimating a worker's capacities for work, 
it may well suggest changes in job placement.” 

Two groups of people are served well by 
the collective procedures carried out simul- 
taneously: the one group that had no knowl- 
edge of the onset of pathologic changes, and 
to whom the findings are of value in life 
preservation; and the other, those who were 
aware of change, and who could under pro- 
fessional guidance attempt, through remedial 
or therapeutic contro] measures, to stay the 
speed of tissue alteration. 


Of special worth in industry, and there is 
no counterpart in extra-plant multiphasic 
searchings, is the annual battery, for in several 
manufacturing processes carcinogens may be 
utilized as raw materials, may appear as inter- 
mediates, or may be treated as end products. 
To check exposure to these materials on a 
yearly or more frequent basis may result in 
discovery of the earliest of metaplastic 
changes. 

In a review of the findings it was learned 
that a group of the laboratory, the patrolmen, 
showed the greatest per capita overweight. 
Using these findings as a springboard, group 
correction can be effected, a method of in- 
creasing popularity for motivated individual 
action, as seen among reported socially rein- 


il 


Vol. 47 No. 3 


forced undertakings in alcoholism, obesity, 
neurosis, psychosomatic disease, and arthritis. 
With similar data encountered among the San 
Francisco Bay area longshoremen by Weiner- 
man® and others, there was indicated strongly 
“the need for careful epidemiological studies of the 
relations between the socio-occupational status of 
industrial workers and their pattern of disease and 
disability.” 

Much can be done, and multiphasic exami- 
nations could further such investigations. 

Disadvantages——No system is without its 
fallibilities. An examination for the pres- 
ence of hernia still must be conducted by the 
physician for no inguinal-reaching mechanical 
finger, as yet, has been designed. Hernias 
have been encountered at the time of the 
termination of physical examinations when 
the records showed no evidence of the condi- 
tion during the employment period. Rectal 
examinations, the worth of rectal speculum- 
applicators in clinical photography notwith- 
standing, can be conducted only by the phy- 
sician, and malignancies of the bowel and 
prostate gland will remain undetected. 

Certain findings have been puzzling, and 
have led to time-consuming additional studies 
by both our own Health Division and outside 
physicians. Reference is made particularly to 
persons demonstrating hematuria, not grossly, 
but as 15 red blood cells per high power field, 
for example. Repeated urinalyses, pyelogra- 
phy, studies of prostatic secretion, cystoscopies, 
and function studies have failed satisfactorily 
to demonstrate etiologies, and these proce- 
dures coupled with examinations by the in- 
ternist or urologist of choice were no more 
illuminating in the area of causal relations. 


A trial at the inclusion of blood sedimenta- 
tion rates showed such a great percentage of 
high values in “normal” employees, that this 
test was omitted from the final battery. 


Follow-up has to be worked at daily and 
diligently, for to certain employees a visit to 
the health facility ever will be anathematous, 
and subsequent examinations will not be per- 
mitted. To others a venipuncture is a trauma- 
tizing experience, and return visits will not 
take place, and questions raised by the initial 
battery will remain unanswered. 


The findings from multiphasic laboratory 
examining, when mishandled semantically, 
can be the basis for the creation of iatrogenic 
illness. This can happen when insufficient 
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time is given to explanations of findings, 
when too much stress is laid on the signif- 
icance of some of the results, and when the 
impression is given to the employee that the 
readings are completely diagnostic. When this 
is likened unto a so-called diagnosis machine, 
then mass procedures should give way to older 
methods. 


Brief trials were given other tests for addi- 
tion to the battery, such as tubeless gastric 
analysis, blood sugar determinations, and bal- 
listocardiography, but to date no conclusions 
have been reached as to the wisdom of em- 
ploying these in the laboratory setting. 


THE FUTURE 


Before extrapolating our thinking to the 
years ahead, let us review two interesting find- 
ings. First, Palchanis!® demonstrated the curi- 
ous fact that the percentage of previously un- 
known tuberculosis found in a group of non- 
participating university students was 10 times 
the percentage found in the volunteer group 
in the same university. Secondly, Enterline1 
has shown that 
“when data are studied by geographic regions, there 
appears to be a positive relationship between the em- 
phasis placed on chest x-ray activities and the decline 
in the tuberculosis mortality rate.” 

These observations should serve as guides 
in future mass testing efforts. 


Other examinations have been tried, some 
monophasically, others as additions to an es- 
tablished battery. A tubeless method of gas- 
tric analysis has been described by Segal and 
his associates,!* and reviewed by Malach and 
Banks,!3 wherein cation exchange indicator 
compounds are used, and it has been sug- 
gested14 
“as a screening test to select achlorhydric subjects in 
the gastric cancer age group for further investigative 
studies.” 

The use of mass chest surveys for the de- 
tection of cardiac abnormalities has been util- 
ized by Alexander’ and by Selzer, Harrison, 
and Daniloff,!® for example. A valuable by- 
product may be obtained from this one por- 
tion of the multiphasic examinations. 


Adding a screening program for glaucoma!? 
can be considered for industries with employ- 
ees of the age group in which this condition 
is most likely to develop. Tonometry requires 
a physician, however, and should be consid- 
ered in special situations only. 
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Within recent years, thought has been di- 
rected to the detection of gastric malignancy 
by means of miniature roentgenography. 
Wigh and Swenson’ said: 

“The photofluorographic approach is simple, well 
received by the laity, safe, accurate, suitable for large 
population groups, nonrestrictive, inexpensive, capable 
of uncovering unsuspected gastric cancer and at least 
one of its precursors at a more favorable period for 
surgical treatment, and is professionally practical.” 

A comparable type of survey has been con- 
ducted in industry as a pilot program using 
fluoroscopy,’® and in Norway,” standard size 
films were used, but on a mass basis. 


At one clinic?! routine sigmoidoscopic ex- 
amination was done on 500 patients who had 
no symptoms pertaining to the lower bowel, 
and “a significant number of these patients 
were found to have cancer, precancerous 
growths and other lesions of the lower bowel.” 


Smillie?* has suggested the inclusion of cyto- 
logic studies utilizing the Papanicolaou tech- 
nic for early detection of cancer of the cervix, 
simple muscle function tests, and exercise tol- 
erance tests. Interesting experimental varia- 
tions in technical methods have been described 
that would facilitate the process such as 
these: 

“A method of recording heart sounds so that pseudo 
auscultation may be done on a mass basis by a quali- 
fied cardiologist,”23 
and 
“even the lowly scales are being streamlined so that 
height and weight may be determined simultaneously 
and recorded automatically.”24 

And recently the use of a Land polaroid 
camera for mass chest radiography has been 
successful.?5 

Further suggestions have hinted at the ad- 
dition of excretory urography, dental inspec- 
tions, stool examinations for ova and parasites, 
and lipoprotein studies for atherosclerosis. 

These are the test entities that one day may 
enter the industrial screening or testing bat- 
teries, particularly in those areas where occu- 
pational cancer has assumed the proportion 
of a threat. The future may see screening or 
diagnostic instrumentation which at present 
would be termed impossible. 

In essence, the use of periodic multiphasic 
examinations at the Oak Ridge National Lab- 
oratory provided a good serial observation of 
a 3,000 worker population over a period of sev- 
eral years. The usual defects accredited to this 
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type of examination were not of significance, 
where comparative records were available, and 
where retesting facilities permitted review at 
any time. Reference is made particularly to 
those items which may delay the full accept- 
ance of this procedure as a public health 
measure. These include the validity of certain 
levels of findings for blood pressure or blood 
sugar, the inevitable “false positives,” and the 
discovery of relatively minor defects of no ill- 
ness potential. 


With a knowledge of the employee's health 
status, appropriate emphasis is given impor- 
tant findings, and results of statistical value 
only are rated accordingly and no stress is laid 
on their existence. 


The follow-up was complete, and patients 
were referred successfully for additional di- 
agnostic studies and treatment when indi- 
cated. The results over the years showed that 
many more findings of importance were iden- 
tified by multiple screening than were missed 
by the absence of the “laying on of hands.” 


SUMMARY AND CONCLUSIONS 


(1) The health service of an atomic energy 
research laboratory several vears ago selected 
the multiphasic laboratory battery of exami- 
nations for use annually with employees, in 
preference to a physical examination con- 
ducted by staff physicians. 


(2) This method developed from monopha- 
sic mass surveys, and represents testing for 
certain disease conditions and variations from 
physiologic norms. 


(3) Periodic multiphasic examinations in- 
cluded the completion of a health question- 
naire, a complete blood count, a serodiag- 
nostic test for syphilis, a urinalysis, an audio- 
gram, a blood pressure determination, and de- 
termination of the Rh factor and blood typ- 
ing, if not accomplished previously. Chest 
films were made once annually on a plant- 
wide basis. 


(4) Complete follow-up was undertaken by 
means of rechecking of test results, conducting 
of additional diagnostic procedures, and re- 
ferrals to private physicians of the employees’ 
choice, appointments being made by the 
health service. 


(5) Advantages of this method of examina- 
tion are seen in a better utilization of staff 
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physician time for individual patient visits 
and the resolution of problems relating to the 
effective continuance of work; in the presenta- 
tion of complaints at the time for the visit for 
the multiphasic examination; in the usability 
of the serial findings to estimate work capac- 
ity and aid in job placement; in the early 
discovery of tissue changes; in the recognition 
of precancerous conditions; and in the identi- 
fication of relationships between specific job 
families and disease patterns. 

(6) Disadvantages lie in the inability to 
discover hernias or pathologic rectal changes, 
the possible overemphasis of unimportant 
findings, and the creation of iatrogenic illness 
through poor semantic handling of test inter- 
pretations. 


(7) Future additions to the multiphasic 
test battery may include tubeless gastric an- 
alysis, tonometry for glaucoma, detection of 
gastric malignancy by miniature roentgenog- 
raphy, cytologic studies, excretion urography, 
dental examinations, stool examinations, and 
lipoprotein studies. 


(8) A periodic multiphasic test battery is 
recommended for use in industry when con- 
ducted by the organization’s own health serv- 
ice. 

(9) When follow-up procedures are under- 
taken with diligence and completeness, true 
preventive medicine, resulting in the preserva- 
tion of human skills and capacities, will be 
practiced in the work environment. 
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POOLED PLASMA THERAPY AND 
HOMOLOGOUS SERUM 
JAUNDICE 


The widespread use of pooled plasma dur- 
ing World War II has rendered the medical 
profession acutely aware of the possibility of 
the development of homologous serum jaun- 
dice after parenteral administration of whole 
blood or its products. The attack rate ranges 
between 5 and 22 per cent and is currently 
considered to be about 12 per cent in pooled 
plasma derived from more than 25 individ- 
uals. Apparently the icterogenic substance is 
confined to specific fractions of the plasma 
proteins inasmuch as the serum albumin has 
never been implicated in the transfer of this 
infectious agent. Gamma globulin also is 
relatively free from the icterogenic virus. 
However, other fractions are of highly infec- 
tious nature. The antihemophilic globulin 
fraction appears free of the virus, whereas the 
human prothrombin, thrombin and fibrinogen 
components are especially hazardous. 


Elimination of the icterogenic agent from 
pooled plasma has been the subject of inten- 
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sive research, but to date no effective proce- 
dure has been developed. 


The use of ultraviolet irradiation of pooled 
plasma has been ineffective in removing the 
infective agent. On the other hand, the virus 
may become attenuated if the plasma is stored 
at room temperature in the liquid state for a 
given period of time. This procedure may 
prove adaptable to preparation of pooled 
plasma, plasma proteins being more stable 
than is generally realized. The storage of 
pooled plasma at room temperatures for six 
months or longer may prove feasible.1 The 
addition of nitrogen mustard to the plasma 
has promise of favorable results. Further 
studies along this line are now in progress. 


Of more significance is the recent demon- 
stration of the protection afforded by a pro- 
phylactic dose of gamma globulin adminis- 
tered at monthly intervals for a period of 
three months. 


Because of the high incidence of homol- 
ogous serum jaundice following administra- 
tion of pooled plasma, this therapy is used 
now only in emergencies. It is hoped that the 
introduction of plasma substitutes and wide- 
spread use of prophylactic gamma globulin 
will assist in eliminating the hazard of this 
lifesaving method of treatment. 


HORMONAL ETIOLOGY OF 
PEPTIC ULCER 


Evidence has now accumulated that ulcera- 
tion of the gastrointestinal tract may occur 
during therapy with corticotropin and corti- 
sone. In several reports, unrecognized rupture 
of a viscus has occurred with resultant peri- 
tonitis and frequent death. Due to this ob- 
servation one of the recognized contraindica- 
tions to such hormonal therapy has been the 
presence of an active or healed peptic ulcer.” 
Even in patients without evidence of ulcers 
one should be aware of the frequency of this 
complication, since such therapy may precipi- 
tate an emergency with few, if any, premoni- 
tory symptoms. 
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It was Harvey Cushing! who first focused 
attention on the concept that duodenal ulcer 
is in some way related to the stress and strain 
ot modern life. Commonly there exists a high 
incidence of ulcer in patients whose occupa- 
tions subject them to mental strain, worry and 
anxiety. A tendency for exacerbations of 
symptoms of ulcer to occur during emotional 
stress is well recognized. 


Recently, Gray and his associates? have post- 
ulated a mechanism by which chronic stress 
may play a causative role in the production of 
duodenal ulcer or an exacerbation of a pre- 
vious quiescent one. A humoral substance 
originating in the anterior hypothalamus 
stimulates the anterior pituitary gland to re- 
lease corticotropin. Corticotropin then effects 
the liberation of adrenocorticoids, such as 
cortisone, from the adrenal cortex. These 
latter substances in turn evoke increased pro- 
duction of hydrochloric acid by the glands of 
the gastric mucosa. This accounts for the aug- 
mented secretion of gastric juice in response 
to stress by a mechanism independent of the 
vagus nerve supply to the stomach. 


Recently a study by Porter, Movius and 
French? demonstrated that in the monkey, 
stimulation of the anterior hypothalamus re- 
sults in secretion of gastric juice from the 
stomach, that is prevented by vagotomy. 
However, a secretion of gastric juice may also 
be produced by stimulation of the posterior 
hypothalamus. The latter stimulus appears 
to be facilitated through the pituitary adrenal 
system and is prevented by adrenalectomy. 
The stimulating effect of cortisone on the 
gastric glands persists even after both vagus 
nerves are sectioned and extirpation of the 
antrum of the stomach has been accomplished. 

There is adequate clinical evidence of a 
pituitary adrenal stress system involved in 
production of peptic ulcer. The occurrence 
of peptic ulcerations after severe burns and 
serious trauma has been recognized a long 
time. 


To date, however, there exists no uniformity 
of agreement as to the etiology of peptic ulcer. 
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Resolution of the ultimate place of current 
theories in the pathophysiology of this clinical 
entity must await further studies. 


“SOLOX” POISONING 


During the past few years there have been 
several reports on intoxication resulting from 
ingestion of a denatured alcohol solvent, sold 
locally under the trade name “solox.”!2 The 
contents of this solvent include ethyl and 
methyl alcohol together with gasoline. It is 
sold regularly as a paint remover and can be 
readily acquired in any hardware or paint 
store. 


Many clinicians feel that this sparsity of 
clinical reports does not adequately reflect 
the incidence of the clinical entity. The sol- 
vent is frequently used by individuals of low 
economic status as an intoxicating beverage. 
Certainly not all the patients who ingest this 
liquid are subject to symptoms of intoxica- 
tion, but the hazard is well known and should 
be re-emphasized. It is only in such a way that 
the syndrome of “solox” intoxication can be 
identified and restorative measures properly 
instituted. 


The clinical picture is one of alcoholic in- 
toxication, coma, and in some cases eventual 
blindness. A consistent finding in the syndrome 
has been profound acidosis and hypoglycemia. 
The average blood sugar determination found 
in a series of these individuals was approxi- 
mately 30 milligrams per cent. On physical 
examination these individuals frequently pre- 
sent a very bizarre neurological picture, con- 
sisting of various mental aberrations and al- 
most always extension rigidity of all extremi- 
ties. 

Restorative treatment with glucose and 
electrolytes may result in prompt resumption 
of normal functions. With the possibility of 
prevention of blindness, mental deterioration, 
or even death, it is important that clinicians 
recognize this syndrome early and institute 
proper therapy. It should be suspected in all 
cases of alcoholic coma, especially those oc- 
curring in individuals in the low income 
bracket. 


1. Brown, T. M.; and Harvey, A. M.: Spontaneous Hypo- 
ce in “Smoke” Drinkers. J.A.M.A., 117:12-15 (July 5) 
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Following Alcoholic Intoxication. Amer. J. Med. Sci., 204:559- 
566 (Oct.) 1942. 
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TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1929 


Women in English Medical Schools.1i—Before the 
war none of the twelve medical schools in London 
admitted women, except the London School of Medi- 
cine for Women, which was founded for women only 
and remains restricted to them. The emergency of 
the war produced a shortage of men students and at 
the same time overcrowding of the London School of 
Medicine for Women. The result was that in 1916 
three of the medical schools previously restricted to 
men . . undertook to receive women for clinical stud- 
ies. [Later, 1919-28] the hospitals announced their in- 
tention of discontinuing the admission of women .... 
Objections to coeducation as expressed by the deans of 
the medical schools . . . the necessity for providing 
special accommodation (residential and other) for a 
mixed staff; the difficulty of teaching mixed classes in 
some subjects; the tendency of women to crowd to the 
front at demonstrations, and the difficulty of reproving 
a person of one sex in the presence of the opposite 
sex, 


Medical Society Drama in Atlanta.2—A unique meth- 
od of promoting interest in the history of medicine 
was featured recently at the annual meeting of the 
Fulton County Medical Society in Atlanta. Eleven 
outstanding men were portrayed by eleven members 
of the Society, each dressed in the attire of the man 
presented. The historic characters are . . . Hippoc- 
rates, Claudius Galen, William Harvey, John Hunter, 
Edward Jenner, Laennec, Crawford W. Long, Rudolph 
Virchow, Louis Pasteur, Joseph Lister and Robert 
Koch. Each one came back, as it were, and gave a ten 
minute talk about his work. Nothing else in the local 
Societv is said to have been so highly appreciated. 
Dr. Frank K. Boland was chairman of the committee 
on arrangements. 


Crusade against Urbanism in Italy.3—The council of 
ministers, acting on the suggestion of the premier, has 
approved the draft of a law that would give to the 
prefects the power to establish ordinances directed 
toward the limitation of the excessive increase of pop- 
ulation in the cities. 


Book Reviews 


Hypertensive Diseases. Causes and Control. By Henry 
A. Schroeder, M.D., F.A.C.P., Associate Professor of 
Medicine and Director, Hypertension Division, De- 
partment of Internal Medicine, Washington Uni- 
versity School of Medicine, St. Louis, Missouri. 
With contributions from Gregory S. Gressel, M.D., 


1. Foreign Letters, London. Exclusion of Women Students 
from London Medical Schools. J.A.M.A. 92:735, (March. 2) 


1929. 

2. Medical News, Georgia. Historical Characters of Medi- 
cine. J.A.M.A., 92:814 (Mar. 9) 1929. 

$. Foreign Letters, Italy. J.A.M.A. 92:823 (March 9) 1929. 
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Dean F. Davies, Ph.D., M.D., H. Mitchell Perry, Jr., 
M.D., and Donald F. Gibbs, M.B.ChB., M.R.C.P. 
(Edin.). 610 pages with illustrations. Philadelphia: 
Lea and Febiger, 1953. Price $10.00. 


The classification, etiology, and treatment of hyper- 
tensive diseases is a subject in which enormous prog- 
ress has been made in the past few years. Many ob- 
servers will not agree, however, with Dr. Schroeder, that 
the confusion can be cleared away and that a situation 
comparable to the use of insulin in diabetes now 
exists with respect to the hypertensive diseases. His 
classification of hypertensive diseases into clinical 
groups is somewhat unsatisfactory, particularly the 
cases designated as “Endocrine Hypertension,” which 
are a quite poorly defined group, without any real 
evidence of endocrine disorder. 

The section of the book on therapy is quite de- 
tailed regarding the use of “Hyphex.’” which means 
the concurrent use of two separate drugs, namely, 
hexamethonium and hydrazenophthalazine (apreso- 
line®). While this combination is probably the most 
effective medical treatment devised to date, it is cer- 
tainly to be hoped that preparations with less danger 
and undesirable side effects will be developed. The 
use of hexamethonium orally has now been discon- 
tinued in some clinics because of unpredictable ab- 
sorption and resulting hypotensive crises. Neverthe- 
less, the book contains a wealth of valuable infor- 
mation, both experimental and therapeutic, in a 
rapidly changing field. 


The Practical Management of Diabetes. A Monograph 
in American Lectures in Metabolism. By Edward 
Tolstoi, M.D., Associate Professor of Clinical Medi- 
cine, Cornell University Medical College; Attending 
Physician and Chief, Diabetic Hospital, The New 
York Hospital. Publication Number 199, American 
Lecture Series. 93 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1953. Price $3.25. 
Dr. Tolstoi presents a brief outline of his 15 years’ 

experience in the day to day treatment of diabetes 

mellitus, using one injection of a long acting insulin 
preparation. For those who follow this system, and 
particularly for the patients themselves, diabetes be- 
comes quite simple and easy to control. This is ac- 
complished by abolishing the need for any special diet 
and by paying no attention to the amount of glyco- 
suria. Dr. Tolstoi considers the fasting blood sugar of 
diagnostic, value only, and is not disturbed if a patient 
spills four-plus sugar every day as long as there are 
no ketonuria, weight loss, or symptoms of diabetes. 
This system has some advantages, particularly in the 
management of the juvenile diabetic in whom the 
stigma of being different from his other playmates is so 
painfully obvious at mealtime. Whether or not this 
failure to prevent glycosuria and hyperglycemia pre- 
disposes to earlier degenerative complications or sus- 
ceptibility to infections is not yet known. However, 
certain diabetic clinics feel very strongly that this is 
true, and, if so, it presents a strong argument against 
Dr. Tolstoi’s methods. 
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Adrenal Cortex. Transactions of the Fourth Confer- 
ence, November 12, 13 and 14, 1952, New York, 
New York. Edited by Elaine P. Ralli, M.D., Associ- 
ate Professor of Medicine, College of Medicine, New 
York University, New York, New York. 165 pages 
with illustrations. Packanack Lake: Josiah Macy, 
Jr. Foundation, 1953. Price $4.00. 

For those who are familiar with the conferences 
sponsored by the Josiah Macy Jr. Foundation, this 
publication of the transactions of the fourth con- 
ference on adrenal cortex has been eagerly awaited. 
Subjects discussed are: (1) The Permissive Action of 
Adrenal Cortical Hormones, (2) Mechanisms through 
Which the Adrenal Cortex Can Produce Qualitatively 
Different Effects, (3) Existence, Nature, and Site of 
Production of a Salt Hormone (Mineralo-Corticoid) 
Secreted by the Adrenal Gland, and (4) Adrenalectomy 
in Man. 


Actually, these subjects are just introductory re- 
marks to preface discussions on a wide variety of sub- 
jects; such as the relation of the adrenals to hyper- 
tension, with Dr. Selye presenting his views amidst 
the opposition of the other members of the confer- 
ence. Experimental extirpation of the pituitary is dis- 
cussed as a possible treatment for severe diabetes, 
prostatic cancer, and malignant hypertension. Dr. 
Thorn confirms the fall in eosinophils following an 
injection of epinephrine to be a non-specific response, 
present without adrenal cortical tissue. The eosino- 
penia following ACTH is, however, dependent upon 
the presence of functioning adrenal cortex. The mass 
of detailed information in these discussions will be 
invaluable to the investigator and also will enable 
the scientifically minded clinician to keep abreast of 
current research. 


Unipolar Lead Electrocardiography and Vectorcardiog- 
raphy. Including the Standard Leads, the AV and 
V Leads, the Cardiac Arrhythmias and the Principles 
of Vectorcardiography. By Emanuel Goldberger, 
M.D., F.A.C.P., Associate Attending Physician, Monte- 
fiore Hospital, New York. Third Edition. 601 pages 
with 312 illustrations. Philadelphia: Lea and Febiger, 
1953. Price $10.00. 

This third edition of Dr. Goldberger’s controversial 
unipolar lead electrocardiography technics is almost 
a new book. It is 209 pages longer than the previous 
edition and includes 12 new chapters on vectorcardi- 
ography. A simple, straightforward theory is advocated 
to explain the “strain pattern,” namely, that cardiac 
muscle when under a locally increased work load is 
deficient in potassium, which is already known to 
produce generalized EKG ST-T depression when be- 
low a certain level in the serum. 

Chapters on the relation of the EKG to the position 
of the heart, based upon the augmented unipolar 
leads, remain much the same, and are gaining wider 
acceptance. An appendix entitled “Some Electro- 
cardiographic Observations,” stresses practical points 
in interpreting actual records and will be valuable 
to those using the EKG in clinical practice. 


BOOK REVIEWS 


The historical information is most interesting. 
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Films in Psychiatry, Psychology and Mental Health. 


By Adolf Nichtenhauser, M.D., Marie L. Coleman, 

and David S. Ruhe, M.D., Medical Audio-Visual In- 

stitute of the Association of American Medical 

Colleges. First Edition. 269 pages with 101 films, 

51 critical comprehensive reviews, eight pages of 

dramatic scenes from the films, and two complete 

indices by film subject-matter and audience suit- 
ability. New York: Health Education Council (Num- 
ber 10 Downing Street), 1953. Price $6.00. 

This is a valuable catalogue and source book of a 
large variety of representative films in the fields of 
psychiatry, psychology, and mental health. Fifty films 
are reviewed in detail, the contents of over 50 others are 
briefly summarized. The reviews include critical anal- 


yses as to content, effectiveness, technical presentation, 


the most suitable audience, and details on obtaining 
the films. The book will be a time-saver for those 
programming films for academic or community groups 
in a specialty which lends itself very well to this 
method of instruction. 


Visceral Circulation. A Ciba Foundation Symposium. 
Edited by G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., B.Ch. Assisted by Margaret P. Cameron, M.A., 
A.B.LS., and Jessie S. Freeman, M.B., B.S., D.P.H. 
278 pages with 72 illustrations. Boston: Little, 
Brown and Company, 1953. Price $6.50. 

These are the proceedings*of a conference on visc- 
eral circulation, held in 1951 and attended by repre- 


sentatives from eight countries, with contributions by 


research workers in the basic and clinical sciences. 
The first part of the symposium deals with the anat- 


omy of vascular structures in various organ systems. 


There follows a discussion of physical and _physio- 
logical factors in blood flow regulation, and of re- 
flexes and other problems of innervation. Control of 
visceral circulation in certain organs and tissues, and 
lastly, the interrelations of the general circulation 
with the visceral circulation, are the subjects of the 
remaining papers. Each paper is concluded by an in- 
formal general discussion. This many sided symposium 


clarifies our present knowledge of a problem which, it 


is pointed out, has become even more complicated 
through recent discoveries. 


The Ballistocardiogram. A Dynamic Record of the 
Heart Beat. By John R. Braunstein, M.D., Ph.D., 
Associate Professor of Biophysics and Assistant Pro- 
fessor of Medicine, University of Cincinnati, Cin- 
cinnati, Ohio. Publication Number 143, American 
Lecture Series. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1953. Price $3.00. 

This is an excellent discussion of the highlights of 
ballistocardiography and an attempt is also made to 
point out some of the shortcomings of this procedure. 
The 


authors recognize the hazard of the premature general 
clinical application of the technic and present the 
reader with the general problems encountered in the 
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instrumentation and interpretation of the ballisto- 
cardiogram. The book can be recommended to those 
who are interested in obtaining quickly a general 
idea of the method and its underlying theoretical con- 
siderations. It will be of little value to those already 
working in the field. 


Bedside Diagnosis. By Charles Seward, M.D., F.R.C.P. 
(Edin.) Honorary Physician, Royal Devon and 
Exeter Hospital; Late Adviser in Medicine to East- 
ern Command, India. Second Edition. 380 pages. 
Baltimore: Williams & Wilkins Company (London: 
E. & S. Livingstone, Ltd.), 1952. Price $3.50. 
Doctor Seward has worked out an admirable syste- 

matic approach to medical diagnosis, on the basis of 
some twenty of the most common presenting signs 
and symptoms. The diagnostic possibilities arising 
from each particular symptom are followed in great 
detail, with suggestions as to further investigation and 
procedures necessary for the establishment of a diag- 
nosis. In this new edition, several new disorders have 
been included, and numerous alterations have been 
made. A new section on the mediastinal causes of 
thoracic pain has been added. 

The more experienced practitioner will find this 
book helpful when faced with a diagnostic problem, 
and also to check whether any further studies remain 
to be done. It cannot be denied, however, that a book 
of this kind constitutes a mental “crutch,” and it can- 
not be recommended to medical students because it 
tends to discourage independent thinking. 


Dermatology in General Practice. By Jacob Hyams 
Swartz, M.D., Assistant Professor of Dermatology, 
Harvard Medical School and Post-graduate School; 
Consulting Dermatologist, Massachusetts General 
Hospital; Foreword by C. Guy Lane, M.D., Professor 
Emeritus, Department of Dermatology, Harvard 
Medical School, Boston, Massachusetts. 581 pages 
with illustrations. Baltimore: The Williams and 
Wilkins Company, 1953. Price $11.00. 


This new text on skin diseases is chiefly directed 
to meet the needs of the general practitioner, the 
medical student, and the nurse. Some of the rarer 
diseases have, therefore, been omitted. Disorders 
which are encountered in the daily practice of the 
general practitioner have been emphasized. There are 
carefully written chapters on the care of the normal 
and the abnormal skin. The arrangement of the text 
is topographical, the chapters progressing from dis- 
eases of the hair and scalp to those of the face, the 
trunk, and the extremities. These sections are quite 
comprehensive, and the various dermatoses have been 
arranged in alphabetical order. There is a very valu- 
able chapter on mycoses of the skin. A short practical 
formulary has also been included. The photographs 
are of excellent quality. 


A Doctor’s Soliloquy. By Joseph Hayyim Krimsky. 
116 pages. New York: The Philosophical Library, 
1953. Price $2.75. 
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The author of this book is a physician and he looks 
upon the problems facing our generation with the 
eyes of both the scientist and the philosopher. In 
simple words, he presents his credo, that there is 
much knowledge beyond the realm of our limited 
sensual perception, which can be grasped only through 
the teachings of religion; and that “ethical religion” 
and ethical conduct must replace the present-day 
apathy and indifference of our generation in regard 
to spiritual values. Dr. Krimsky writes with the 
strength of deep conviction. He seems to be a happy 
man, who has established a sound faith for himself, 
and through this book he may impart some of his 
happiness to others. 


Emotional Factors in Skin Disease. A Psychosomatic 
Medicine Monograph. By Eric Wittkower, M.D. 
(Berlin), L.R.C.P., L.R.C.S. (Edinburgh), L.R.F.P.S. 
(Glasgow); Assistant Professor of Psychiatry, Allan 
Memorial Institute of Psychiatry, McGill University; 
and Brian Russell, M.D. (London), F.R.C.P. (Lon- 
don), D.P.H. (England); Physician, Skin Depart- 
ment, The London Hospital, London. 214 pages. 
New York: Paul B. Hoeber, Inc., 1953. Price $4.00. 


This monograph represents a unique approach to 
an established therapeutic problem recognized by most 
dermatologists and general practitioners. It is edited 
by a dermatologist, Dr. Russell and a psychiatrist, Dr. 
Wittkower, who combine their efforts to point out 
the role emotions, conflicts, anxieties and even the 
major psychoses play in the production of skin dis- 
orders. It is another presentation in modern medicine 
linking the psyche with the soma. 


The book is divided into two major portions: the 
first deals with the development, function, neuro- 
anatomy and physiology of the skin, while the second, 
and, probably the more interesting to the clinician, 
deals with specific disorders and analyzes the feelings 
and unconscious motives and their role in skin dis- 
eases. 


The authors point out that while “the eyes are 
the mirrow of the soul, the skin is also a canvas on 
which the psyche reveals itself.” In their dermatologi- 
cal teaching hospital practice, they say, about 45 per 
cent of patients suffer from conditions in which emo- 
tional factors are important. An example cited is 
neurodermatitis, which provides an outlet for relief 
of the patient’s nervous tension. 

The second portion of the book discusses the rela- 
tionship of specific skin conditions, to age distribution, 
the physical findings, and the personality profiles of 
the patients, including a discussion of skin diseases in 
mental hospitals. 


Dermatologic Formulary. From the New York Skin 
and Cancer Unit, Service of Dermatology. Dr. 
Marion B. Sulzberger, Director. Edited by Frances 
Pascher, M.D. Revised Edition, 150 pages. New 
York: Paul B. Hoeber, Inc., 1953. Price $3.00. 

The arrangement of the material and the scope are 
decided, practical improvements over most of these 
publications. One of the largest departments of der- 
matology in the world has so simplified its own arma- 
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mentarium of medicaments that it corresponds closely 
with what is easily available to almost any modern 
day physician. 

A division is made by the author into three sec- 
tions. The first, containing 72 pages, concerns topical 
remedies; the second, containing 42 pages, deals with 
medicaments for oral and parenteral use; while the 
third, and last section, containing eight pages, deals 
with articles for clinic use. Each listed preparation is 
discussed regarding actions and uses, indications, con- 
traindications, directions for use and special cautions. 
Overemphasis was noted occasionally in the frequent 
reference to some of the less common dermatoses as 
Sulzberger-Garbe disease. An occasional agent, as 
oidiomycin, was included which is thought to be of 
little practical value. 


Liver Injury. By F. W. Hoffbauer, M.D., Associate 
Professor, Department of Medicine, University of 
Minnesota Hospitals, Minneapolis, Minnesota. First 
Edition. 265 pages with illustrations. New York: 
Josiah Macy, Jr. Foundation, 1952. Price $4.00. 
The transactions of the eleventh conference on liver 

injury brings together the leading authoritative minds 

in formal and informal discussion of experimental 
and clinical liver disease. 


An excellent example of the necessary interrelations 
of experimental and clinical medicine is found in the 
discussion of infective hepatitis. Certainly, one of the 
most important fields of advance in clinical and 
physiological medicine today is the study of enzyme 
patterns in liver, blood, and muscle. A stimulating dis- 
cussion of enzyme activity in human liver, although 
given as a preliminary report without conclusive re- 
sults as yet formulated, serves to intrigue the ex- 
perimental and clinical mind. One of the outstanding 
features of the book is the section dealing with 
morphology of the liver. Dr. Elias’s diagrams, stereo- 
grams, and reconstructions serve to produce a new con- 
cept of liver structure. He concludes that the mam- 
malian liver exhibits a laminar (and not a cord) type 
of organization and further that the laminae are 
typically one liver cell in thickness. While we for- 
merly believed in cylinders of liver cells surrounded 
by blood, it has now been shown that the liver consists 
of cylinders of blood surrounded by liver cells. In no 
other volume has there been found a more perfect 
study of the morphology of the liver. 


Books Received 


Pelvic Relaxations and Herniations. By James M. Wilson, 
M.D., Assistant Professor of Gynecology and Obstetrics, Medical 
College of South Carolina, Charleston, South Carolina. Illustra- 
tions by Elon Henry Clark, Artist and Professor of Medical 
Art and Illustration, Duke University School of Medicine, 
Durham, North Carolina, 64 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1954. Price $2.75. 


Clinical Endocrinology. By Karl E. Paschkis, M.D., Associate 
Professor of Medicine, Assistant Professor of Physiology, Di- 
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rector of the Division of Endocrine and Cancer Research, Jef- 
ferson Medical College; Chief of Endocrine Clinic, Jefferson 
Medical College Hospital; Abraham E. Rakoff, M.D., Clinical 
Professor of Obstetric and Gynecologic Endocrinology, Jeffer- 
son Medical College; Endocrinologist to the Hospital Labora- 
tories, Jefferson Medical College Hospital; and Abraham Canta- 
row, M.D., Professor of Biochemistry, Jefferson Medical Col- 
lege, Philadelphia, Pennsylvania. 830 pages, with 253 illus- 
trations, 5 in full color. New York: Paul B. Hoeber, Inc., 
1954. Price $16.00. 


Atlas of Exfoliative Cytology. By George N, Papanicolaou, 
M.D., Ph.D., Clinical Professor of Anatomy Emeritus, Cornell 
University Medical College. Illustrated. Cambridge, Massa- 
chusetts: Harvard University Press, 1954. Price $18.00. 


Coal Tar and Cutaneous Carcinogenesis in Industry. By 
Frank C. Combs, M.D., Professor of Dermatology and Syph- 
ilology, New York University Postgraduate Medical School; 
Director of Dermatology and Syphilology, Bellevue Hospital, 
New York City. 75 pages. Springfield, Illinois: Charles C 
Thomas, Publisher, 1954. Price $2.75. 


Connective Tissues. Transactions of the Fourth Conference, 
February 18, 19 and 20, 1953, Princeton, New Jersey. Edited 
by Charles Ragan, M.D., Associate Professor of Medicine, 
Columbia University, College of Physicians and Surgeons, 
New York, New York. 197 pages. Packanack Lake, New 
Jersey: The Josiah Macy, Jr. Foundation, 1953. Price $3.75. 


Dermatologic Medications. By Marguerite Rush Lerner, M.D., 
Resident, Department of Dermatology; and Aaron Bunsen 
Lerner, M.D., Ph.D., Associate Professor of Dermatology, Uni- 
versity of Oregon Medical School, Portland, 183 pages. Chi- 
cago: The Year Book Publishers, Inc., 1954. Price $3.50. 


Disorders of the Blood. Diagnosis: Pathology: Treatment: 
Technique. By Sir Lionel E. H. Whitby, C.V.O., M.C., M.A., 
M.D. (Cantab.), F.R.C.P. (Lond.), D.P.H., Regius Professor 
of Physics in the University of Cambridge; and C. J. C. Brit- 
ton, M.D. (New Zealand), D.P.H., Physician and Hematologist 
to the Prince of Wales’s Hospital, London. Seventh Edition. 
856 pages, illustrated. New York: Grune and Stratton, Inc., 
1953. Price $9.50. 


Retinal Circulation in Man and Animals, By I. C. Michaelson, 
Ph.D. (Glas.), F.R.F.P.S. (Glas.), D.O.M.S. (Eng.), Advisor in 
Ophthalmology to the Government of Israel; Chief, Depart- 
ment of Ophthalmology, Government Hospital, Haifa. Fore- 
word by Jonas S. Friedenwald, M.D., Associate Professor of 
Ophthalmology, The Johns Hopkins University School of 
Medicine, Baltimore, Maryland. 146 pages, illustrated. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1954. Price 
$6.75. 


Rh-Hr Blood Types. Applications in Clinical and Legal Medi- 
cine and Anthropology. Selected Articles in Immunohematol- 
ogy. By Alexander S. Wiener, M.D., F.A.C.P., Senior Serologist 
to the Office of the Chief Medical Examiner of New York 
City, Assistant Professor in the Department of Forensic Medi- 
cine of the New York University Postgraduate Medical School. 
a pages. New York: Grune and Stratton, Inc., 1954. Price 
11.50. 


An Rh-Hr Syllabus. The Types and Their Applications. By 
Alexander S. Wiener, M.D., F.A.C.P., F.C.A.P., Senior Bac- 
teriologist (Serology) to the Office of the Chief Medical Ex- 
aminer of New York City; Assistant Professor, Department of 
Forensic Medicine, New York University Postgraduate Medical 
School. 82 pages. New York: Grune and Stratton, Inc., 1954. 
Price $3.75. 


Rat Quality, A Consideration of Heredity, Diet and Disease. 
Proceedings of the Symposium held at Columbia University, 
College of Physicians and Surgeons, New York, New York, 
January 31, 1952. W. E. Heston, G. E. Jay, Jr., H. Kaunitz, 
H. P. Morris, J. B. Nelson, S. M. Poiley, C. A. Slanetz, Lois 
M. Zucker and T. F. Zucker. 138 pages, New York: The 
National Vitamin Foundation, Inc., 1953. Price $2.50. 


Administrative Medicine. Transactions of the First Conference 
March 9, 10 and 11, 1953, New York, New York. Edited by 
George S. Stevenson, M.D., Medical Director, National Asso- 
ciation for Mental Health, New York, New York. 176 pages. 
Packanack Lake, New Jersey: Josiah Macy, Jr. Foundation, 
1953. Price $3.00. 


Cold Injury. Transactions of the Second Conference, November 
20 and 21, 1952, New York, New York. Edited by M. Irene 
Ferrer, Assistant Professor of Clinical Medicine, Columbia Uni- 
versity College of Physicians and Surgeons, New York, New 
York. 242 pages with illustrations. New York: Josiah Macy, 
Jr. Foundation, 1954. Price $4.00. 
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Southern Medical News 


ALABAMA 


The Eve Foundation, Inc., Birmingham, is making plans for 
a $2,500,000, 75-bed eye-institute with modern equipment, the 
new building to harmonize in style with the other Medical 
Center buildings. The $77,500 site for the new hospital is im- 
mediately west of the Veterans Administration Hospital, and 
almost all needed funds for the purchase of the site are avail- 
able. 

A portrait of the late Dr. James S. McLester, Birmingham, 
has been completed for hanging in the offices of the American 
Medical Association’s Council on Foods and Nutrition. The 
portrait and a special current feature article in the A.M.A. 
publication are in recognition of his “excellent, sustained 
work in the field of clinical nutrition.” 


Dr. Donald B. Sweeney, Birmingham, was elected vice- 
president of the Congress of Neurological Surgeons at its an- 
nual meeting held in New Orleans, Louisiana. 

Alabama Chapter, American Academy of General Practice 
held its annual meeting January 26 in Birmingham and in- 
stalled Dr. John E. Foster, Lineville, president; and elected 
Dr. J. Michaelson, Foley, president-elect; Dr. W. E. Doggett, 
Jr.. Birmingham, vice-president of the Northwestern Division; 
and Dr. W. A. Edwards, Wetumpka, to a full term on the 
Board of Directors. 

Alabama mental institutions have been allocated a million 
dollars for improvements by the State Building Commission: 
Bryce Hospital, Tuscaloosa, $805,000 for a new building and 
$100,000 for renovation; Searcy Hospital, Mount Vernon, $80,- 
000; Partlow State School, Tuscaloosa, $15,000; and the In- 
stitute for the Deaf and Blind, Talladega, $70,000 for a new 
dormitory, $50,000 for a shop building, and $80,000 for im- 
proving present buildings. 

Dr. Robert H. Watson, Georgiana, was recently honored when 
presented a loving cup in appreciation of more than fifty 
years of service to the community. 

Dr. James L. Hardwick has been elected mayor of Talla- 
dega. 

Dr. French H. Craddock, Sr., medical director of the Drum- 
mond-Fraser Hospital, Sylacauga, has been named vice- 
president of Avondale Mills in recognition of his many vears 
of service with the company. He will continue as medical 
director of the hospital. 


ARKANSAS 


Dr. Fount Richardson, Fayetteville, has been appointed a 
member of the Council of the Southern Medical Association 
from Arkansas for a regular Council term of five years, be- 
ginning at the close of the annual meeting in St. Louis, 
Missouri, in November, the appointment having been an- 
nounced recently by the President-Elect, Dr. R. L. Sanders, 
Memphis, Tennessee. Dr. Richardson succeeds Dr. Lowry H. 
McDaniel, Tyronza, whose term will expire with the close of 
the St. Louis meeting and who having served the constitutional 
limit is not eligible for reappointment. 

Cancer Coordinating Committee, recently organized, is com- 
posed of the following officers: Dr. Chas. Archer, Conway, 
chairman: Dr. Ed Gray, Little Rock, vice-chairman; and Dr. 
W. H. Handley, El Dorado, secretary. 

Dr, H. L. Klemme, formerly of Belle Plains, Iowa, has lo- 
cated at Yellville. 


Dr. J. W. Case, Pocahontas, has moved to Walnut Ridge. 


The North Arkansas Clinic recently opened its new hospital 
at Batesville. 


University of Arkansas Medical Center, Little Rock, by the 
will of the late Birdie Sparks of Little Rock, has received 
$20,000 for purchase of equipment and materials; and the St. 
Vincent Tumor Clinic, $1,700. 

Dr. Arthur C. Curtis, director, division of tuberculosis con- 
trol, Arkansas State Health Department, has been assigned as 
an officer of the U. S. Public Health Service to a two-year 
term of duty at Jimma, Ethiopia. Dr. Clifford H. Cole, who 
is director, division of venereal disease control, will act also 
as the director of the division of tuberculosis control during 
Dr. Curtis’ absence. 


DISTRICT OF COLUMBIA 


Dr. Harry Lee Claud, Washington, has been appointed a 
member of the Council of the Southern Medical Association 
from the District of Columbia for a regular Council term of 
five years, beginning at the close of the annual meeting in 
St. Louis, Missouri, in November, the appointment having 
been announced recently by the President-Elect, Dr, R. L. 
Sanders, Memphis, Tennessee. Dr. Claud succeeds Dr. Helen 
Gladvs Kain, Washington, whose term will expire with the 
close of the St. Louis meeting and who having served the 


constitutional limit is not eligible for reappointment. 
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The Washington Heart Association has granted $1,000 to a 
George Washington University scientist for initiating research 
dealing with the relationship of blood viscosity (resistance to 
flow) to heart diseases such as coronary thrombosis. In this 
project Dr. J. W. Still, assistant professor of physiology, will 
study the effects of hormones, drugs and diet on 
viscosity. Dr. Still has been on the staff of the University 
since 1949. 

The Aero Medical Association will hold 
meeting in Washington, March 29-31. 

The Sixth Annual Symposium on Recent Advances in the 
Study of Venereal Diseases will be held in Washington, April 
29 and 30, Auditorium of the Department of Health, Educa- 
tion and Welfare, as announced by Dr. James K. Shafer, 
— of the Public Health Service’s Division of Venereal 

isease. 


George Washington University Hospital, Washington, will 
double in size and patient capacity its x-ray treatment facili- 
ties with the completion of the new $200,000 building during 
the summer of this year. This building will also provide 
facilities to care for the anticipated increase in cancer treat- 
ments arising from the expanded diagnostic facilities of the 
University’s Cancer Clinic when it moves into its new quarters 
across from the Hospital. Dr. William W, Stanbro is director 
of the Radiology Department. 

Dr. Robert P. Nenno, formerly assistant professor of psychol- 
ogy at the College of St. Thomas, St. Paul, Minnesota, has 
been appointed assistant professor of psychiatry, Georgetown 
University School of Medicine, Washington. 

Dr. William P. Herbst, Jr., Washington, was recently hon- 
ored when the Medical Society of the District of Columbia 
presented him with a certificate of meritorious service ‘‘in grate- 
ful acknowledgment of his service to the medical profession and 
to the people of the District of Columbia.” 

The Variety Club of Washington has been named by the 
Medical Society of the District of Columbia as the first re- 
cipient of the John Benjamin Nichols award “for contribu- 
tions in the health field and distinguished service to the people 
of the District of Columbia.” The award, consisting of a 
certificate and a bronze plaque, and named in honor of Dr. 
John Benjamin Nichols, age 86, is given to the lay person or 
organization, or both, judged to have made outstanding con- 
tributions to the betterment of health of the people of the 
District of Columbia. 

George Washington University School of Medicine, Washing- 
ton, has been awarded a $46,599 grant by the National Foun- 
dation for Infantile Paralysis for investigations dealing with 
virus research, under the direction of Dr. Paul K. Smith, pro- 
fessor of pharmacology. 

Dr. William B. Walsh was presented with an engraved 
sterling silver tray in recognition of the services he has given 
to the Physician-Veterans over the past year, when the 
Physician-Veterans of World War II held the Pearl Harbor Day 
dinner meeting recently. Dr. Walsh, in addition to serving 
as president of the Washington Chapter, has served as 
chairman of the Legislative Committee of the national or- 
ganization for two years and is now president-elect of the 
national group. 

Dr. J. Lawn Thompson has been elected to the Board of 
Directors of the National Bank of Washington. 


Dr. Julius Fogel has been elected president of the Associa- 
tion of Reserve Officers of the United States Public Health 
Service; and Dr. James Q. Gant, secretary, both of Washing- 
ton. 

Dr. Joseph V. Kennedy has been elected president of the 
1954 Merrick Boys Camp located on the Potomac River at 
Nanjemoy, Maryland, This camp provides summer vacations 
for more than 500 underprivileged boys. 

Dr, Benjamin Newhouse, chief of the medical staff of the 
Hebrew Home for the Aged, Washington, was honored re- 
cently when presented a beautifully illuminated scroll for his 
39 years of service to the Home. 

Dr. Ferdinand Welebir, formerly of Washington, has moved 
to Riverside, California. 

Dr. Harle B. Grover, formerly of Washington, is a member 
of the Collom and Carney Clinic, Texarkana, Arkansas-Texas. 


its 25th annual 


FLORIDA 


Florida Pediatric Society has elected Dr. C. Jennings Der- 
rick, West Palm Beach, president; Dr. Lewis T. Corum, 
Tampa, vice-president; and Dr. Wesley S. Nock, Coral Gables, 
secretary-treasurer. 


The South Florida chapter of the Arthritis and Rheumatism 
Foundation was recently organized in Miami. 


The Cancer Institute at Miami has been awarded a $3,400 
grant to establish the Lawrence A. Wien fellowship in cancer 
research, as announced by the director of the Institute, Dr. 
J. Ernest Ayer. 


Dr, Harold Rand, Miami, recently attended a seminar on 


cardiovascular diseases in New York City under the auspices 
of the American College of Physicians. 
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Dr. John H. Mitchell, Jacksonville, has been reelected vice- 
president of the Baptist Home for Children of North Florida. 

Dr. Robert G. Nelson, Tampa, has been elected president of 
the South Atlantic Association of Obstetricians and Gynecol- 
ogists. 


GEORGIA 


Dr. Jack C. Norris, Atlanta, has been appointed a member 
of the Council of the Southern Medical Association from 
Georgia for a regular Council term of five years, beginning 
at the close of the annual meeting in St. Louis, Missouri, in 
November, the appointment having been announced recently 
by the President-Elect, Dr. R. Sanders, Memphis, Ten- 
nessee. Dr. Norris succeeds Dr. Olin S. Cofer, Atlanta, whose 
term will expire with the close of the St. Louis meeting and 
who having served the constitutional limit is not eligible for 
reappointment. 


The Southeastern Allergy Association will hold its 104th an- 
nual meeting at the Dinkler Plaza Hotel, Atlanta, March 
Dr. Katharine Baylis MacInnis, Columbia, South Caro- 
lina, is secretary. 

Medical Association of Georgia will hold its next annual 
meeting in Macon, May 2-5, under the presidency of Dr. Wm. 
P. Harbin, Jr., of Rome. 

Emory University Alumni Club of the Southern Medical As- 
sociation has elected Dr. C. Brown, Jr., Guyton, president; 
Dr. Leonard T. Furlow, St. Louis, Missouri, vice-president; 
and Dr. C. Dixon Fowler, Atlanta, secretary-treasurer. 

Georgia Chapter, American College of Surgeons has elected 
Dr. Charles Watt, Thomasville, president; Dr. Julian Quat- 
tlebaum, Savannah, vice-president; Dr. William G. Whitaker, 
Atlanta, secretary; and Dr, Joe Reed, Atlanta, treasurer. 

Dr. Daniel C. Elkin, Atlanta, has announced the establish- 
ment of trustees of the Ty Cobb Educational Foundation to 
aid in college or professional education for Georgians. 

Drs. Frederick Cooper and William G. Hamm, Atlanta, will 
appear on the program of the Royal College of Surgeons 
meeting to be held in London, May 15-17. 

Dr. Fred J. Coleman, Dublin, has been named chief of staff, 
Laurens County Hospital. 


Dr. V. H. Bennett, Gay, was honored recently for his forty- 
two years of service to his community. 

Dr. Vernell Fox, Atlanta, has opened an office for the prac- 
tice of internal medicine. 

Dr. Robert E. Lane, Atlanta, has opened offices for the 
practice of obstetrics and gynecology. 

Dr. Clyde McGeary, Jr., Madison, has opened an office in 
the McGeary Hospital for the practice of surgery and medi- 
cine. He will be associated with his father, Dr. W. C. Mc- 
Geary, Sr. 

Dr. John C. Howard, Athens, has opened an office in The 
Medical Center, Athens, for the practice of eye, ear, nose and 
throat. 

Dr. G. T. Olmstead, Jr., Savannah, has opened offices at 
Springfield for the general practice of medicine. 

Dr. Edgar R. Pund, Augusta, is the new president of the 
Medical College of Georgia, Augusta. 


Tanner Memorial Hospital, Carrollton, has named Dr. O. W. 
Roberts, Sr., chief of staff. Other staff members are Drs. E. 
V. Patrick, vice-chief, H. L. Barker, retiring chief, Tom Reeve, 
retiring vice-chief, and Roy Denney, secretary-treasurer. 

Dr. Oscar Leslie Rogers, Sandersville, has retired at the age 
of 79 after twenty-three vears of service as health commis- 
sioner in the county. 

Dr. J. L. Shepherd, formerly of Phoenix City, 
has opened offices in Omega. 


Dr. S. S. Youmans, Swainsboro, has been named chief of 
staff of Emanuel County Hospital, succeeding Dr, C. E. 
Powell, Swainsboro. 

Georgia Warm Springs Foundation, Warm Springs, has 
been awarded a $16,670 grant by the National Foundation 
for Infantile Paralysis for investigations dealing with virus re- 
a under the direction of Dr. Robert L. Bennett, medical 
irector. 


The National Foundation for Infantile Paralysis in the last 
eight years has contributed about $300,000 to the Duke 
University-Georgia Warm Springs Orthopedic Training Pro- 
gram. Since 1945 the project directed by Dr. Lenox D. 
Baker at Duke and Dr. C. E. Irwin at Warm Springs has 
been turning out a corps of highly-trained men as leaders 
in the battle against polio. 


Dr. J. Franklin Walker, Atlanta, has been appointed in- 
structor in radiology at Emory University School of Medicine, 
and to the visiting staff of Grady Hospital. 


Dr. J. S. Reynolds has opened his new building at 553 Mo- 
bile Avenue, S. W., Atlanta, for general practice. 

Dr. Thomas Palmer Findley, head of the internal medicine 
section of Ochsner Clinic, New Orleans, Louisiana, will as- 
sume new duties, occupying the first chair of cardiovascular 
research at the Medical College of Georgia, Augusta. This 
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chair was established through one of two grants made by 
the Georgia Heart Association at its last meeting. Dr. Find- 
ley will serve as director of the Georgia Heart Association 
Laboratory of Cardiovascular Research at the medical college. 
Most of his time will be devoted to research and a smaller 
portion to teaching. 


KENTUCKY 


University of Louisville School of Medicine, Louisville, is 
one of ten universities that benefited from recent grants to 
support research projects by the Eli Lilly and Company. Dr. 
Maurice M. Best, assistant professor of medicine headed the 
=. continuing research work at Louisville General Hos- 
pital. 

University of Louisville School of Medicine received the 
highest figure ever recorded for one year’s financial aid in 
the school’s history, special grants for research and teaching 
projects totalling $366,815. The National Foundation for 
Infantile Paralysis awarded $40,350, the largest of the 19 
grants. 


Dr. Clarence T. Coleman, who has practiced medicine for 
more than forty years, and four-time mayor of Franklin, was 
honored recently on his 7lst birthday at a celebration of 
“Doctor Coleman’s Day” at which more than 1,000 persons 
were in attendance. 


During 1953, 403 physicians subscribed $43,000 to the Dr. 
John Walker Moore Professorship Fund. Dr, Sam A. Over- 
street, Louisville, is chairman of the Fund. 

Dr. Bruce Underwood, secretary and general manager and 
editor of the Journal of the Kentucky State Medical Associa- 
tion, was recently appointed to serve on the Advisory Com- 
mittee to the State Journal Advertising Bureau as announced 
at the A.M.A. Medical Editors meeting held in Chicago re- 
cently. Dr. Underwood succeeds Dr. Walter E. Vest, Hunting- 
ton, West Virginia, who was one of the original members of 
the Advisory Committee. 

Dr. R. Arnold Griswold, Louisville, will preside over a 
panel discussion at the Fourth Sectional meeting of the Amer- 
ican College of Surgeons to be held at French Lick Springs, 
Indiana, March 15-17; and Dr. K. Armand Fischer, Louis- 
ville will participate inea panel discussion at this meeting. 

Dr. John S. Harter, Louisville, has been elected president 
of the Southern Chapter of the American College of Chest 
Physicians. 

Dr. Harry H, Hartleb, formerly of Drakesboro, has returned 
to Kentucky from Mt. Carroll, Illinois, and opened an office in 
Pembroke. 

Dr. William Faxon Payne, formerly of Nashville, Tennessee, 
has opened an office in Hopkinsville for the practice of obstet- 
rics and gynecology. 

Dr. Roy Edwards, formerly of Cleveland, Ohio, has been 
appointed superintendent of Western State Hospital, Hop- 
kinsville. 

Drs. Henry Cary Riegler and Vea J. Riegler, formerly of 
Buffalo, New York, have opened separate offices in Paducah for 
the practice of surgery and anesthesiology, respectively. 

Dr. Naven M. Olson, formerly of Iowa City, Iowa, is asso- 
ciated with Drs. German P. Dillon, Alfred T. Wagner, and 
Fred M. Williams, all of Louisville, for the practice of anes- 
thesiology. 

Dr. Frederick F. Ferguson, formerly of Nashville, Arkansas, 
is associated with Trover Clinic, Madisonville, specializing in 
urology, 

Dr. John P. Darling has joined the medical staff of the 
Methodist Hospital, Pikeville, for the practice of pathology. 

Dr. Robert S. Howell, formerly of Louisville, has opened an 
office in Frankfort for general practice. 

Dr. Eldon R. Dykes is associated 
Charles Aker, Lackey (Floyd County). 

Dr. Millard R. Shaw, formerly of Tripp, South Dakota, has 


opened an office in Henderson for the practice of internal 
medicine. 


in practice with Dr. 


LOUISIANA 


Louisiana State Medical Society will hold its next annual 
meeting in New Orleans, Roosevelt Hotel, May 20-22, under 
the presidency of Dr. Phillip H. Jones, New Orleans. 

The Louisiana Beta Chapter of Alpha Epsilon Delta was 
installed recently at Louisiana State University, Baton Rouge, 
as announced by the National Premedical Honor Society. 

Tulane University School of Medicine, New Orleans, has 
been awarded a grant of $40,962 by the National Foundation 
for Infantile Paralysis for investigations dealing with virus 
research, under the direction of Dr. John P. Fox, professor of 
epidemiology; $24,081, under the direction of Dr. Edwin D. 
Kilbourne, associate professor of medicine; and in the field 
of professional education, an award of $70,731, under the di- 
rection of Dr. Maxwell E. Lapham, dean. 


Dr. Charles P. Kennedy, who has been affiliated with the 


Continued on page 292 
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PRESIDEN T'S MESSAGE 


To the Members of the Southern Medical 


Association: 


It is the privilege of your President to again 
address you on matters pertaining to you and 
to your Association. 


The Executive Committee of the Council 
held its mid-year meeting at Birmingham, 
Alabama, on January 30. All members, active 
and ex-officio, were present. Guests at the 
meeting were the Secretary-Elect, Mr. V. O. 
Foster, the Editor-Elect, Dr. R. H. Kamp- 
meier, the Administrator of the Association's 
Insurance Plan, Mr. Charles O. Finley, and 
the Superintendent of the Association Group 
Division of the Continental Casualty Com- 
pany, Mr. Paul S. Fisher. 


It may be well at this time to recall briefly 
to the membership the purpose and function 
of the Executive Committee. In the interval 
between the annual meetings many business 
matters arise that may be of importance to 
the Association. These require decisions and 
may need action. It is the function of the 
Executive Committee to meet at least once a 
year between the annual sessions to consider 
such matters. This meeting is called by the 
Chairman of the Committee and is usually 
held at the Home office of the Association. 
Other meetings may be called at the discre- 
tion of the Chairman. All matters concerning 
the activities of the Association that have 
arisen since the Annual Session are discussed 
at this meeting and the Executive Committee 
recommends to the Council such action as 
may be deemed advisable. 


Several matters of importance to the Asso- 
ciation were discussed at the recent meeting. 
These will be presented to the Association 
through the Council at a later date when 
they are more completely developed. Among 
these were plans for extension of the assistance 
of the Association to medical educational pro- 
grams of the Southern States. This matter 
will be presented to the Educational Com- 
mittee for further study and amplification. 


Important in the subjects discussed by the 
Committee was the Group Disability Insur- 
ance Program of the Association. It was for the 
purpose of discussing this matter that Mr. 
Finley and Mr. Fisher were invited to attend 
the meeting. Their opinions and advice were 
of great benefit in clarifying many things 
concerned with the program. 

Your Officers and Executive Committee, 
several of whom had served as the original 
sponsors in recommending the program orig- 
inally, had hoped that in carrying out the 
plan the Association would be of greater 
service to its members. In particular, atten- 
tion was directed to the possible inclusion of 
the uninsurables and those beyond the age at 
which individual policies may be issued. 

All members are familiar with the usual 
requirements of Group Insurance Programs, 
chief among which is that of the necessity ot 
obtaining 50 per cent of the membership be- 
fore all members applying may be accepted. 
It was felt that if such a level could be reached 
the plan would then apply to all who desired 
the insurance. 


Unfortunately the members of the Associa- 
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tion accepted for insurance by the Company 
did not reach the required per cent by the 
termination of the enrollment period. As a 
consequence those uninsurable members 
whom your Officers were anxious to see 
included were not able to obtain policies. 
The members who qualified for admission 
to the plan have been well satisfied with the 
policies. Since the inception of the plan the 
benefits for sickness have been extended from 
two to five years. In order to give other mem- 
bers who can qualify for Insurance an oppor- 
tunity to obtain this policy the Executive 
Committee voted to permit the Insurance 
Administrator to continue to offer this policy 
to old and to new members of the Association. 
The Continental Casualty Company has ap- 
proved the continuance of the solicitation 
under the direction of the Administrator. The 


plan will be carried out in each State of the 
Association by a State Manager to be ap- 
pointed by the Administrator. 

The outstanding event of the meeting was 
a luncheon given by the Association in honor 
of Dr. Tom Douglas Spies for the purpose of 
presenting to him a citation from the Associ- 
ation on the occasion of his 25th Anniversary 
of service in the field of nutrition. The cita- 
tion was presented by Dr. Olin S. Cofer who 
is Chairman of the Council and the presenta- 
tion was witnessed by many professional and 
close personal friends. It was a fine tribute 
to a devoted member of the Association. 


ALPHONSE McMAHON, M. D., 
President 


St. Louis, Missouri, February 10, 1954. 
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EXECU TIVE COMMITTEE LUNCHEON MEETING 


The Executive Committee of the Council 
of the Southern Medical Association met in 
Birmingham at the Tutwiler Hotel, Saturday, 
January 30, 1954. The six members of the 
Committee were present: Dr. Olin S. Cofer, 
Chairman, Athinta, Georgia; Dr. Milford O. 
Rouse, Vice-Chairman, Dallas, Texas; Dr. J. 
Morris Reese, Baltimore, Maryland; Dr. Al- 
phonse McMahon, President, St. Louis, Mis- 
souri; Dr. R. L. Sanders, President-Elect, 
Memphis, Tennessee; and Dr. W. Raymond 


Mekenzie, First Vice-President, Baltimore, 
Maryland. 
The Executive Committee through the 


Chairman authorized a luncheon at noon hon- 
oring Dr. Lom D. Spies, Birmingham, who had 
completed 25 years of scientitic research, 19 of 
it being at the Nutrition Clinic, Hillman Hos- 
pital, Birmingham. In addition to the mem- 
bers of the Committee there was present at 
this luncheon as the guests of the Southern 
Medical Association a large number of prom- 
inent local people, representatives of the lo- 
cal medical society, current and past officers 
ol the Association in Birmingham and _ near- 
by, and several prominent laymen. The 
Chairman of the Committee arranged for a 
citation to be presented to Dr. Spies at this 
luncheon. The Chairman presided but at his 
request Mr. C. P. Loranz, Secretary and Gen- 
eral Manager, Southern Medical Association, 
Birmingham, acted as Master of Ceremonies. 
The citation presented to Dr. Spies read 
thus: 
outstanding contributions 


“In recognition of his 


to the knowledge of the science of human nutrition, 
especially the elucidation of earlier and better methods 
of diagnosis and treatment of disease; and upon com- 


pletion of twenty-five vears of unselfish service to hu- 
manity in the field of research, during which time he 
has given unsparingly of himself and his talents to 
study and devise better methods of recognition and 
treatment of disease, this citation is presented to Tom 
Douglas Spies, M.D., and his associates of the Nutrition 
Clinic, Birmingham, Alabama, by the Executive Com- 
mittee of the Council of the Southern Medical Associ- 
ation at a luncheon meeting at Birmingham, Alabama, 
January 30, 1954. (Signed) Olin 8. Cofer, M.D., Chair- 
man, Atlanta, Georgia; Milford O. Rouse, M.D., Vice- 
Chairman, Dallas, Texas; J. Morris Reese, M.D., Balti- 
more, Maryland; Alphonse McMahon, M.D., President, 
St. Louis, Missouri; R. L. Sanders, M.D., President 
Elect, Memphis, Tennessee, and W. Raymond Mc- 
Kenzie, M.D., First Vice-President, Baltimore, Mary- 
land.” 

After the reading of the citation and _ its 
presentation to Dr. Spies, Mr. Hugh Comer, 
President, Avondale Mills, a prominent. in- 
dustrialist and member of the Spies National 
Committee for Clinical Research and Chair- 
man of the Alabama group, acknowledged 
most fittingly this citation for Dr. Spies and 
for the Spies Committee. 

Dr. Mario J. LeRoy, Secretary-General ot 
the Finlay Institute* and of the Cuban So- 
ciety of Public Health, Havana, Cuba, was 
present as ollicial representative from 
Cuba. He brought greetings from the med- 
ical profession of Cuba, and spoke so nicely 
of the fine work done by Dr. Spies and his 


Finlay 
medicine 


*It will be recalled that the Carlos J. Award for 
distinguished service in the field of and public 
health, the highest honor that can be bestowed in the field 
of medicine in Cuba, was given to Dr. Elmer L. Henderson, 
Past President, Southern Medical Association, Louisville, Ken- 
tucky; Dr. Tom D. Spies, Director, Nutrition Clinic, Birming- 
ham, Alabama; and Mr. C. P. Loranz, Secretary and General 


Manager, Southern Medical Association, Birmingham, Alabama, 
Institute in Havana, Cuba, 
Award. 


at special exercises at the Finlay 
on Sunday, January 14, 1951. Carlos J. Finlay 
Med. Jour., 44:169 (Feb.) 1951. 
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Picture taken at the luncheon. Seated, left to right: 


left to right: 


Dr. 
Birmingham, Alabama, and Dr. Seale Harris, Past President, Southern Medical Association, Birmingham, Alabama. 
Dr. Alphonse McMahon, President, St. Louis, Missouri; 


fom D. Spies, Director, Nutrition Clinic, Hillman Hospital, 
Standing, 


Mr. Hugh Comer, President, Avondale Mills, Syla- 


cauga, Alabama; Dr. Mario J, LeRoy, Secretary-General, Finlay Institute and Cuban Society of Public Health, Havana, Cuba; 
Dr. Olin S. Cofer, Chairman of Council and of Executive Committee of the Council, Atlanta, Georgia; and Mr. C. P, Loranz, 


Secretary and General Manager, Birmingham, Alabama. 
The Birmingham News, Sunday, January 31, 1954. Photo by 


group in Havana and how the research there 
had improved the health conditions of Ha- 
vana and Cuba. He announced that at a 
recent meeting of the Cuban Society of Public 
Health Dr. Spies and Mr. Loranz had been 
made honorary members of the Society and 
he presented Dr. Spies and Mr. Loranz each 


The group is looking at the citation being held by Dr. Spies. 
Lewis Arnold.) 


(From 


with a diploma evidencing this honorary 
membership. 


All of those present at the luncheon were 
formally introduced and their official ca- 
pacities given. Following the presentations 
and the introductions the luncheon meeting 
adjourned. 


\ 
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Louisiana State University School of Medicine, New Orleans, 
since 1934, has been named professor of dermatology to re- 
place the late Dr. James K. Howles as head of the depart- 
ment. 


MARYLAND 


Maryland Academy of General Practice has elected Dr. 
Lauriston L. Keown, Baltimore, president; Dr. Merrill M. 
Cross, Silver Spring, president-elect; Drs. Nathan EF. Needle, 
Baltimore, N. F. Sartorius, Jr., Pocomoke City, and Robert 
Van L. Campbell, Hagerstown, vice-presidents; and Dr. Wil- 
liam T. Layman, Hagerstown, secretary and treasurer. At the 
last meeting of the Academy Dr. Bender B. Kneisley, Hagers- 
town, was named “General Practitioner of the Year.” 


Dr. Bacon F. Chow, Johns Hopkins University School 
of Medicine, Baltimore, has been awarded a $3,000 grant by 
the National Vitamin Foundation for studies of the metabolic 
role of vitamin By». 

Dr. Robert H. Riley, Baltimore, for the past twenty-five 
years Director of the Marvland State Department of Health, 
was honored recently when the Association of State and Terri- 
torial Health Officers presented him with the 1953 Arthur T. 
McCormack Award, for his unusually meritorious service in 
public health. 

the proceedings of the Symposium on Problems of Gerontol- 
ogy, held in conjunction with the Ninth Annual Meeting of 
the National Vitamin Foundation in Baltimore, March 2, 
will be published and available through The National Vitamin 
Foundation, Incorporated, 15 East 58th Street, New York 22, 
New York. 


Dr. Lawson Wilkins, associate professor of pediatrics, Johns 
Hopkins University School of Medicine, and Chief of the En- 
docrine Division, The Harriet Lane Home, Johns Hopkins 
Hospital, Baltimore, has been named for the 1953 Borden 
Award by the American Academy of Pediatrics, and cited for 
outstanding research in the nutrition and development of 
infants and children. 

Johns Hopkins University School of Medicine, Baltimore, 
has been awarded a $17,084 grant by the National Foundation 
for Infantile Paralysis, under the direction of Dr. Roger M. 
Herriott, professor of biochemistry. 

the Montgomery County Medical Society celebrated — its 
golden anniversary recently at which time it was host to 
physicians from all of Maryland at a meeting of the Medical 
and Chirurgical Faculty of the State of Marvland at the Na- 
tional Institutes of Health in Bethesda. Dr. William S$. Murphy, 
Rockville, president of the county society, and Dr. Maurice C. 
Pincoffs, Baltimore, president of the state society, welcomed 
the guests. 


MISSISSIPPI 


Mississippi State Medical Association will hold its next 
annual meeting in Jackson, May 11-18, under the presidency 
of Dr. M. Q. Ewing, Amory. 

A new hospital at West Point, constructed with Hill- 
Burton and state funds, was recently completed. 

Dr. Frederick A. Johansen, former medical officer in charge 
of the U.S. Public Health Service Hospital at Carville, Louisi- 
ana, now retired and living at Long Beach, was an honor 
guest of the American Legion Auxiliary at the national con- 
vention in St. Louis, Missouri, at which time he received a 
distinguished service plaque properly inscribed in appreciation 
of his devoted service to the sick and unfortunate and_ his 
furtherance of a better understanding of Hansen's disease 
and its treatment. 


MISSOURI 


Washington University School of Medicine, St. Louis, has 
been awarded grants by the National Foundation for In- 
fantile Paralysis as follows: $20,250 for investigations deal- 
ing with virus research under the direction of Dr. Eli 
Robins, assistant professor of psychiatry, and $10,950, under 
the direction of Dr. Carl F. Cori, professor of biological 
chemistry; and $9,991 for projects seeking improved method 
of treatment, under the direction of Dr. James L. O'Leary, 
professor of neurology, 

A drive is on to secure funds in the amount of $250,000 
for a small hospital to be constructed in Albany. 

Ihe drive for the Boone County Hospital addition has 
passed the $50,000 mark. 

Dr. John W. Polk has been appointed chief surgeon of 
the Missouri State Sanatorium, Mt. Vernon. Dr. Polk was 
formerly chief resident in thoracic surgery at the Veterans 
Administration Hospital in Memphis, Tennessee. 

Dr. Cecil M. Kohn has been elected president of the 
Kansas City Jewish Community Center. 

Dr. John R. Green has opened offices in Independence. 

Dr. O. B. Chandler, Osceola, has resumed his medical 
practice in) New Madrid. 


Plans for an &7-bed psychiatric addition to St. Vincent's 
Hospital, St. Louis, has been announced by the Daughters 
ot Charity of St. Vincent de Paul. 

Dr. N. Venay Bolin, formerly regional Veteran Admin 
istration Chief of Psychiatry and Neurology, is associated 
with Dr. B. Landis Elliott, Kansas City. 


Dr. George A. Carroll, St. Louis, succeeds Dr. Everett 
D. Sugarbaker, Jefferson City, as president of the Missouri 
Division of the American Cancer Society. 

Dr. Frank J. Nichols who has served on the staff of 
the hospitals in Farmington and Marshall is a new physician 
on the medical staff at the State Hospital, Fulton. 

Dr. Irving H. Clark has opened an office in Hickman 
Mills. He is the only physician in that town. 

Dr. William G. Becke, Ladue, succeeds Dr. Jerome 1. 
Simon as president of the Doctor's Medical Foundation. 

Dr. Harold L. Gainey, Kansas City, has been reelected 
secretary-treasurer of the Central Association of Obstet 
ricians and Gynecologists. 


NORTH CAROLINA 


Medical Society of the State of North Carolina will hold 
its next annual meeting in Pinehurst, May 3-5, under 
the presidency of Dr. Joseph A. Elliott, Sr., Charlotte. 

Dr. J. Rush Shull, Charlotte, has been elected  vice- 
president of the Radiological Society of North America. 
He has been North Carolina counselor for the organization 
for 12 vears. 

Dr. James A. Valone, formerly of St. Louis, Missouri, 
has opened an office in Raleigh for the practice of plastic 
and reconstructive surgery. 

Dr. Porter F. Crawford has opened an_ office in Bur- 
lington for the practice of dermatology. 

Dr. Alexander Sweet has opened an office in Winston 
Salem for the practice of psychiatry. 

The Southern General Practitioner, which has been pub- 
lished monthly at Charlotte, effective with the January 
1954 issue will be merged with Clinical Medicine. Its 
editor, Dr. James M. Northington, has been appointed 
editor of Clinical Medicine. 

Dr. Barnes Woodhall, Durham, has been elected chair 
man of the Surgical Section of the Council of Chief 
Consultants to the Veterans Administration. The Council, 
made up of some 30 top medical and surgical specialists 
from throughout the nation, advises the Chief Medical Di- 
rector on professional relations, policies, procedures, stand- 
ards and programs in the various specialties. 

Duke Hospital, Durham, is expected to have under 
construction this spring a new $3,386,000 seven-floor addi- 
tion, providing a new outpatient clinic and more than 100 
new beds. 

Dr. F. Douglas Lawrason has been appointed assistant 
dean, University of North Carolina School of Medicine, 
Chapel Hill, and assistant professor in the department 
of medicine. 

Dr. Frank C. Winter, formerly with the Wilmer Insti- 
tute of Ophthalmology, Johns Hopkins University, Balti- 
more, Maryland, has been named assistant professor of sur- 
gery in charge of ophthalmology, and Dr. Robert G. Murray 
has been appointed instructor in ophthalmology, University 
of North Carolina School of Medicine, Chapel Hill. 

Dr. Edward C. Frank, associate professor of psychiatry, 
University of North Carolina School of Medicine, Chapel 
Hill, has entered private practice in Louisville, Kentucky. 


OKLAHOMA 


Oklahoma State Medical Association will hold its next 
annual meeting in Oklahoma City, May 9-12, under the 
presidency of Dr. John E. McDonald, Tulsa. 

Dr. W. Albert Cook, Tulsa, has been honored by the 
Tulsa County Medical Society with the creation of the 
annual W. Albert Cook lecture which, featuring a_ visiting 
distinguished guest lecturer, will be part of the Annual Foun- 
ders Day Clinic to be held each fall. Dr. Cook is the first 
president of this society and has served as president of the 
State Association. 


SOUTH CAROLINA 
Dr. Julian P. Price, Florence, has resigned as editor of 
the Journal of the South Carolina Medical Association. 


The Orangeburg Regional Hospital has a new building 
under construction. 


Dr. William Weston, Jr., has been elected chairman for 
District IV) of the American Academy of Pediatrics. 


Continued on page 50 
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49 
TM. 
4 
= 
other rauweifia produc’ 
‘ 
* 
a 
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A new 


hospital is under 


Myrtle Beach. 
has been placed on the grounds of the 
Hospital to designate a group of live 


patients and friends of Dr. Riddick Acker 
tribute to his 


construction at 

\ bronze marker 
Colleton County 
oaks planted by 


man as a4 many services. 
Dr. John Brown, Charleston, has been elected president 
of the South Carolina Society of Anaesthesiologists. 


Dr. Bryan Michaux, Dillon, is head of the Association 


of Seaboard Air Line Railway Surgeons. 

Dr. Rudolph Farmer has been elected assistant superin- 
tendent and medical director of the South Carolina Sana- 
torium at State Park. Dr. Wm. H. Moncrief, superintend 


ent, will retire in June. 


Dr. Robert 
practice ot 


Brownlee has returned to Greenville for the 
pediatrics. 
Cherokee County is planning to build a 
Dr. R. A. Allgood, who has been 
38 vears, has returned there to practice. 
Dr. Norris 
derson 


101-bed hospital. 


away from Pickens 
Hines is the new 
Memorial Hospital. 
Dr. James R. 
director of the 
Dr. Morgan 
for the 


anesthesiologist at the An 


Young, Anderson, has 
American Cancer Society. 


Milford has 


been clected a 


opened offices in Greenville 


practice of surgery. 
Medical College of South Carolina, Charleston, is one 
of 10) universities that benefited from recent grants to 


support research projects by the Eli Lilly and Company. 
Dr. Leon Banov, associate in surgery, headed the project 
on the study of the eftects of antibiotics on common ano 
rectal inflammatory lesions; and Dr. M. W. Beach, pro 
fessor of pediatrics, on the study on the effectiveness of 
“Hlotycin” (Erythromycin, Lilly) in the treatment of diph 
theria and = diphtheria carrier state, 


Dr. F. E. Kredel, 
partment of surgery, Medical 
Charleston, has received the 
lina Division of the American 
the most distinguished 
program. 


chairman of the de 
College of South Carolina, 
award from the South Caro 
Cancer Society for rendering 
service in the 1952) cancer control 


professor and 


Dr. W. H. Prioleau, clinical professor of surgery, Medi 
cal College of South Carolina, Charleston, recently visited 
many of the British and Continental hospitals and = clinics. 
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TENNESSEF. 

Dr. William J. Darby, Vanderbilt University School of 
Medicine, Nashville, has been awarded a $5,575 grant by 
the National Vitamin Foundation for studies of the require 
ment and physiologic effects in the human of the newer 
hemopoietic vitamins. 

Memphis 
versity of 
Drs. James 
division of 


physicians appointed to the staff of the Uni 
ennessee College of Medicine, Memphis, are: 
Seale and Robert M. ush, assistants in the 
obstetrics and gynecology; Drs. Eugene 


Spiotta. and Sam C. Carter, assistants in the division of 
medicine: Drs. Malcomb Andrew’ Baker, George Mills, 
FE. McLarty, Eugene Gadberry, P. Batson, Frank 


Collins and B, W. King, assistants in the division of medicine 
General Practice Department. 


The Sixth Annual Oak Ridge Summer Symposium, to 
be held at Oak Ridge on August 23-27, will be concerned 
with modern analytic chemistry. The summer symposia 


are offered annually by the Oak Ridge National 
and the Oak Ridge Institute of Nuclear Studies. 

Dr. Louis F. Rittelmeyer, Jr., formerly of Lucedale, 
Mississippi, has joined the staff of the University of Ten 
nessee College of Medicine, Memphis, as assistant director 
of the general practice department. 

Dr. James S. Davis, an instructor of 
University of Tennessee College of Medicine, Memphis, 
is among 100 recipients of science research grants by the 
National Science Foundation. He _ will receive $9,000 for 
two vears’ research in Effects of Accessory Nutri 
tional Factors on Uterine Metabolism.” 


Medical Units, 
Bacteriology, Memphis, has 
three research grants totaling $47,107: two, a_ total of 
$34,907, are renewals of old) grants in the search for a 
blood test for cancer, under the supervision of Drs. William 
Hale, professor of bacteriology, Frederic Chang, research 
associate, and Douglas H, Sprunt, chief of the Division of 
Pathology and Bacteriology; and the third grant of $12,200 
is to finance a long range investigation already underway 
for 10 vears, studving the effect of nutrition on the ability 
of patients to resist’ infections. 
University of Tennessee College of 
tion with the John Gaston 
dren's Hospital, offer the 
for Mid-South — physicians: 


Laboratory 


anatomy at the 


University of Tennessee 


thology and 


Division of Pa 
been awarded 


Medicine, in 
Hospital and Le 
following 
pediatrics, 


coopera 
Bonheur Chil 
postgraduate courses 
March 10-12; ab- 
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THE NEW 


SURGERY and ALLIED SUBJECTS 


A combined surgical course comprising general surgery, 
traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological surgery, urological surgery. 
Attendance at lectures, witnessing operations, examina- 
tion of patients preoperatively and postoperatively and 
follow-up in the wards postoperatively. Pathology, 
radiology, physical medicine, anesthesia. Cadaver 
demonstrations in surgical anatomy, thoracic surgery, 
proctology, orthopedics. Operative surgery and opera- 
tive gynecology on the cadaver; attendance at depart- 
mental and general conferences. 


RADIOLOGY 


A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all standard 
general roentgen diagnostic procedures, methods of 
application and doses of radiation therapy, both x-ray 
and radium, standard and fluroscopic procedures. <A 
review of dermatological lesions and tumors susceptible 
to roentgen therapy is given, together with methods and 
dosage calculation of treatments. Special attention is 
given to the newer diagnostic methods associated with 
the employment of contrast media such as bronchogra- 
phy with Lipiodol, uterosalpingography, visualization 
of cardiac chambers, perirenal insufflation and myelog- 
raphy. Discussions covering roentgen departmental 
management are also included; attendance at depart- 
mental and general conferences. 


YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


EYE, EAR, NOSE and THROAT 


A three months’ combined full time refresher course 
consisting of attendance at clinics, witnessing opera- 
tions, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, ear, nose and throat on 
the cadaver; clinical and cadaver demonstrations in 
bronchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology; pathology, bacteriology 
and embryology; physiology; neuro-anatomy; anes- 
thesia; physical medicine; allergy; examination of 
patients pre-cperatively and follow-up post-operatively 
in the wards and clinics; attendance at departmental 
and general conferences. 


COURSE FOR GENERAL 
PRACTITIONERS 


Intensive full-time instruction covering those subjects 
which are of particular interest tg the physician in 
general practice. Fundamentals of the various medical 
and surgical specialties designed as a practical review 
of established procedures and recent advances in medi- 
cine and surgery. Subjects related to general medicine 
are covered and the surgical departments participate in 
giving fundamental instructions in their specialties. 
Pathology and radiology are included. The class is 
expected to attend departmental and general con- 
ferences. 
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eeedesign achievement 
in treatment room furniture 


New exclusive features, advanced styling, long term economy 


New steeline design embodies the practical suggestions of scores of practitioners 
and specialists throughout the nation. Note these features: The new table 
top has floating body support; formed by foam rubber cushion over a shaped 
foundation —real comfort for the patient. Convenient drawer under head end 
holds paper sheeting roll, or blood-pressure instrument, etc. Retractable heel 
stirrups; adapter for Bierhoff crutches also available. Built-in, rectractable 
stainless steel intravenous arm rest also provides convenient shelf for blood- 
pressure instrument, supplies, ete. Electrical outlet conveniently located at 
end of table. Cabinets feature magnetic door latehes, crystal glass shelves and 
glass door panels set in rubber. Suction-pressure unit is available for all cab- 


inets. Bottoms of drawers are cork-lined. Tops of all 
treatment cabinets are of Textolite, acid-proof, easy 
to clean plastic surfacing material. Illustration shows 
standard five-piece group. 


A. S. ALOE COMPANY 


Send your Free 4-color brochure with information 
regarding New Steeline Treatment Room Furniture. 


NAME 


a. s. aloe company 
AND SUBSIDIARIES 
1831 Olive Street — St. Louis 3, Missouri 
LOS ANGELES 15, California, 1150 S. Flower St. 
SAN FRANCISCO 5, California, 500 Howard St. 
MINNEAPOLIS 4, Minnesota, 927 Portland Ave. 
NEW ORLEANS 12, Louisiana, 1425 Tulane Ave. 
KANSAS CITY 2, Missouri, 4128 Broadway 
ATLANTA 3, Georgia, 492 Peachtree St., N. E. 
WASHINGTON 5,D.C.,1501 Fourteenth St.,N. W. 


51 
¥ 
aoe 
5 
& 
‘te 
of oF 
wo 4° 
____ Sa 
! 1 
1 
| | 
1 
i 
j 
3 


52 SOUTHERN MEDICAL JOURNAL 


March 1954 


it takes more than spasmolysis 


to relieve functional 
G. I. distress 


reliable spasmolysis 
inhibits smooth-muscle 
resses dinate peris 
d pancreatic drainage 
prescribe these biliary and P 


iver function 
double liver 
imp 

increases bile y 

drocholeresis --- 
ly to liver.-- 
enhances blood supply 
provides mild, natural jJaxation 

without catharsis 


DECHOLIN van Belladonna 


iching, 
effective relief of bele tipation 


for prompt, — indigestion and cons 


bloating, flatulence, nausea, 


Dosage: One or, if necessary, two Decholin/ Belladonna 
Tablets three times daily. 


Composition: Each tablet of Decholin/ Belladonna 
contains Decholin (dehydrocholic acid, Ames) 3% gr., 


and ext. of belladonna, % gr. (equivalent to tincture 
AMES (, \ of belladonna, 7 minims). Bottles of 100. 
COMPANY, INC. ELKHART, INDIANA 

Ames Company of Canada, Ltd., Toronto 


holin {Belladonna 
D 
— 
a 
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7 LY gentian violet treatment you can prescribe 


4 | lor 
\A/ antibiotic moniliasis: 


diabetic vulvitis” 


vaginal thrush’ 


¥ pregnancy moniliasis 


\A/ % 
Clinically 
e eC ive in the most resistant 
\A cases during the last trimester of pregnancy 
vi 1. Editorial: J.A.M.A. 149:763 (June 21) 1952. 
or 2. Bernstine, J.B. and Rakoff, AD. “Vaginal Infections, 
Infestations, and Discharges,” the Blakiston Co., Inc., 
x<elor 1953, p. 271. 3. Combined Textbook of Obstetrics and 
7 Gynecology, Edited by Dugald Baird, 5th Ed., E. & S. 
Livingstone Ltd., 1950. 4. Waters, E.G. and Wager, a... 
American Jour. of Obstetrics & Gynecology, 60:885, 1950. 
AVAILABILITY: fel 12 single-dose plastic 


disposable applicators on prescription only. a 
estwood 
harmaceuticals + 468 Dewitt Street, Buffalo 13, N.Y. 


DIVISION OF FOSTER-MILBURN CO. 
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What about Cobalt? 


Q. Why is Roncovite* effective in 
anemias of bone marrow depression 
due to infection or disease? 


A. Because cobalt is the only agent known 
which, by stimulating erythropoiesis, will 
cause the hemopoietic system to utilize 
the iron already available to it. 


Q. Why use cobalt in iron-deficiency 
anemia—isn’t iron alone adequate? 


A.  Roncovite is preferentially indicated in 
ALL forms of “secondary” or iron-defi- 
ciency anemia for the following reasons: 

Many so-called iron-deficiency anemias 
are in reality a combination of an iron- 
deficiency and an inhibition of hemo- 
poiesis resulting from long continued extra 
drain on the bone marrow. 

With iron alone,! therefore, a complete 
clinical response is often difficult or im- 
possible to obtain—only very small gains 
or poor responses being frequently re- 
ported in “low-grade anemias.” 

Roncovite, by providing the added bone 
marrow (red cell) stimulant action of 
cobalt, will supply that added extra 
“push” to mobilize iron reserves, produce 
a faster response, greatly superior erythro- 
poiesis and up to fourfold increases in the 
utilization of iron.? 


Q. Can I be sure that cobalt is safe for 
routine use? 


A. Cobalt is an essential element with a low 
order of toxicity—no greater than that of 
iron. A cobalt chloride dosage of as high 
as 1200 mg. per day, in divided doses, has 
produced no severe toxic effects even if 
continued for six weeks.’ This is equiv- 
alent to a daily dosage of over 80 Ron- 
covite tablets. 


—in anemia— 


Q. Is cobalt cumulative? 


A. No—extensive pharmacological investiga- 
tion proves that cobalt is rapidly and 
almost completely excreted via the urine* 
so that there is little if any cumulative 
effect even after periods exceeding 100 
days of continuous parenteral use. The 
body shows no significant amounts of co- 
balt 48 hours after the last dose.4* 


Q. Is the improvement with Roncovite 
noticeably rapid? 


A. Yes—the patient often voluntarily reports 
an increased sense of well-being within a 
few days—as reported by documented 
clinical evidence. 


Roncovite is not indicated in pernicious 
or megaloblastic anemia. 


RONCOVITE 


The First True Hematopoietic Stimulant 


HOW SUPPLIED: 


Roncovite Tablets—enteric coated, red, each 
contains cobalt chloride, 15 mg.; exsiccated 
ferrous sulfate, 0.2 Gm.; bottles of 100. Dose: 
One tablet 4 times a day. 


Roncevite Drops—each 0.6 cc. contains co- 
balt chloride, 40 mg.; ferrous sulfate, 75 mg.; 
bottles of 15 cc. with calibrated dropper. 
Dose: 0.6 cc. daily. 

1. Cass, L. J.; Frederick, W. S., and DiGregario, S.: Journal- 
Lancet 5/:73 (1953). 

2. Rohn, R. J., and Bond, W. H.: Jnl.-Lancet 73:317 (1953). 


3. Berk, W., et al: New England J. M. 240:754 (May) 1949. 
4. Berlin, N. I.: J. Biol. Chem. 187:41 (1950). 


*The original Cobalt-Iron Product. 


LLOYD BROTHERS, Inc., Cincinnati 3, Ohio 
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protective 
balanced’ 
antacid 


balance aluminum 
of antacid ingredients hydroxide gel dried 
to avoid constipation, diarrhea calcium carbonate 
or alkalinosis : magnesium trisilicate 
magnesium 

carbonate 


protective 
coating action by means of a 


vegetable mucin Regonol*+ 


controlled 
action with a unique protein 
binder from oat 


Egrainet 
‘in the treatment of peptic fl 


= 
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these outstanding advantages in this comprehensive formula 
90 mg. 
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A NEW BROAD- 
SPECTRUM ANTIBIOTIC 


, is a new and notable 
broad-spectrum antibiotic. 

Several investigators have re- 
ported definitely fewer side reactions 
with ACHROMYCIN. 

ACHROMYCIN maintains effective 
potency for a full 24 hours in solu- 
tion. It provides more rapid diffusion 
in tissues and body fluids. 


250 mg. 
CAPSULES ¢ 100 mg. 
50 mg. 


Other dosage forms will become available as rapidly as research permits. 


500 
INTRAVENOUS {80 mg. Dispersible 


March 1954 


On the basis of clinical investi- 
gations to date, ACHROMYCIN is 
indicated in the treatment of beta 
hemolytic streptococcic infections, 
E. coli infections, meningococcic, 
staphylococcic, pneumococcic and 
gonococcal infections, acute bronchitis 
and bronchiolitis, and certain mixed 
infections. 


mg. SPERSOIDS*+ {50 mg. 
per teaspoonful 
100 mg. Powder (3.0 Gm.) 


*Reg. U.S. Pat. Off 


Vol 


Hydrochloride Tetracycline HCl Lederle 
MOLECULE 
‘ 
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Now Established ! 
VITAMIN B. ESSENTIAL TO INFANT HEALTH 
With the addition of supplemental vitamin B,, S-M-A is now the 


first infant’s formula to supply a scientifically determined amount 
of essential vitamin B,. 


® 
DAPTA”® S M A 
Supplied: 


S-M-A Liquid, cans of 13.9 oz. 
S-M-A Powder, cans of | lb. 


Wyeth multivitamin drops for 
infants now contain 2 mg. pyri- 
doxine per cubic centimeter. 


Supplied: Bottles of 15 and 
30 cc., with graduated droppers 


CONCENTRATED 
MAKEN ONE QUART OF 


Pyridoxine Hydrochloride 
(Vitamin Bs) . . 0.40 mg. 


: 
somaronies imc. 


Philadeiphia 2, Pa. 
® 
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.. gives excellent results...” 


In a recent report on intranasal therapy, 


Silbert! states: 


since mixed infections are common, prep- 
arations containing antibiotics effective 
against Gram-positive and Gram-negative 
organisms are suggested. ‘Drilitol Spraypak’, 
which combines gramicidin and polymyxin 
with a vasoconstrictor and an antihistamine, 
gives excellent results.” 


The author also states: 

‘Since these antibiotics are seldom used sys- 
temically, there is less danger to the patient 
of sensitization. It also precludes the possible 
development of resistant organisms through 
topical use of antibiotics that might later be 
needed in more critical infections.” 


1. Silbert, N.E.: GP 8(6):35 (Dec.) 1953. 


for intranasal infections specify: 


‘Drilitol” Spraypak’ 
the convenient “pocket” spray 
or 


‘Drilitol’ Solution 


with dosage-adjusted dropper 


Formula: Contains gramicidin, 0.005%; polymyxin B sulfate, 500 U/cc.; thenyl- 
pyramine hydrochloride, 0.2%; Paredrine* Hydrobromide (hydroxyamphetamine 
hydrobromide, S.K.F.), 1%. Preserved with thimerosal, 1:100,000. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. ‘Spraypak’ Trademark 
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BASIC chemically 


The structure of this newest antibiotic represents a 


nucleus of modern broad-spectrum antibiotic activity. 


BASIC clinically 


This newest broad-spectrum antibiotic has a 


wide range of action against respiratory, 
gastrointestinal, soft-tissue, urinary and mixed 
bacterial infections due to pneumococci, streptococci, 
staphylococci and other gram-positive 


and gram-negative organisms. 


“Data thus far available would indicate that the use 
of tetracycline is accompanied by a significantly lower 


incidence of gastrointestinal symptoms .. .’’” 


ye This newest broad-spectrum antibiotic may often 
be used with good success in patients in whom 


resistance or sensitivity to other forms of antibiotic 


therapy has developed. 


brand of TETRACYCLINE 


BASIC among broad-spectrum antibiotics 


TETRACYN HYDROCHLORIDE TABLETS (sugar coated) 
250 mg., 100 mg., 50 mg. 


TETRACYN HYDROCHLORIDE INTRAVENOUS 
Vials of 250 mg., and 500 mg. 


TETRACYN ORAL SUSPENSION (amphoteric) 
(chocolate flavored) 
J. B. ROERIG AND COMPANY Bottles of 1.5 Gm.; provides 250 mg. 
Chicago 11, Illinois 
per 5 cc. teaspoonful. 
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*-ray apparatus for every purpose ... and every purse 


PICKER X-RAY CORPORATION 
25 $. Broadway, White Plains, NY 
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to acidify and sterilize 


the urine 


for 


the 
prevention 
and 
treatment eC 
of urinary CTO 10 = ld 
infections METHENAMINE 74% GR. WITH ACID SODIUM” PHOSPHATE I0 GR. 


SAFE: Uro-Phosphate is universally well tolerated... 
non-cumulative and non-toxic. 


EFFICIENT: Each dose provides the simultaneous ad- 
ministration of methenamine and acid sodium 
phosphate, balanced for optimal liberation of 
formaldehyde. 


ECONOMICAL: Whether your patient requires inten- 
sive therapy or smaller prophylactic doses, 
Uro-Phosphate provides effective medication at 
moderate cost. In active infections, the usual dose 


is 2 tablets dissolved in a glassful of water, 
Poyt Tess three or four times daily. 


WM. P. POYTHRESS & CO.. INC. « RICHMOND 17. VIRGINIA 


| >» 
| q 
( Ges | 
4s 
1! 


SOUTHERN MEDICAL JOURNAL 


OINTMENT 
(Brand: of lidocaine*) ASTRA 


INDICATIONS Controls pain, itching and other discomfort asso- 
ciated with burns, abrasions, dermatological lesions, 
non-operative ano-rectal conditions, otological pro- 
cedures, endotracheal intubation, nipple soreness as 
experienced by lactating mothers, or wherever sur- 
face anesthesia is deemed desirable or mandatory. 
35 gram glass jars or 35 gram collapsible tubes 
available at leading wholesale druggists or sur- 
gical supply houses. 


Write department G8 for bibliography and professional samples. 


AS'TIRA PHARMACEUTICAL PRODUCTS, INC. — 


Worcester, Mass. AL 


Pat No. 2,441,498 


March 1954 
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Vallestril Has Target Action 


IT PROVIDES potent estrogenic activity only in 
certain organs, thus minimizing or completely 
obviating the well-known disadvantages of pre- 
viously available estrogens. These disadvantages 
are the high incidence of withdrawal bleeding, 
nausea, edema in the female and mastalgia and 
gynecomastia in the male. 


High Selectivity 


Vallestril has been shown! to be more active 
than estradiol and to have twice the potency of 
estrone on the vaginal mucosa when measured by 
the Allen-Doisy technic. However, Vallestril has 
been shown to have but one-tenth the activity of 
estrone on the uterus by the Rubin technic—a 
suggested explanation of its very low incidence 
of withdrawal bleeding. 

Vallestril “quickly controls menopausal symp- 
toms, as well as the pain of postmenopausal 


osteoporosis and of the osseous metastases of 
prostatic cancer. The beneficial effect of the med- 
ication appeared within three or four days in 
most menopausal patients. There is also evidence 
that the patient can be maintained in an asympto- 
matic state by a small daily dose, once the meno- 
pausal symptoms are controlled.” 


Convenient Dosage Schedule 


Simple dosage: Menopause—3 mg. (1 tablet) 
two or three times daily for two or three weeks, 
followed by 1 tablet daily for an additional 
month. Vallestril is supplied only in 3-mg. scored 
tablets. G. D. Searle & Co., Research in the 
Service of Medicine. 


1. Sturnick, M. I., and Gargill, S. L.: Clinical Assay 
of a New Synthetic Estrogen: Vallestril, New Eng- 
land J. Med. 247:829 (Nov. 27) 1952. 
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Kymograph record 
shows normal contrac- 
Hd tions of rabbit jejunum in 
100 cc. Tyrode’s solution. 


Adding 0.5 cc. of EMETROL 
immediately reduces rate 
and amplitude of muscle 
contractions. 


Replacing EMETROL with 
fresh Tyrode’s solution 
| | causes resumption of nor- 
mal contractions. 


| With 1.0 cc. of EMETROL, 
©) inhibition is even more 


marked. 


4 Contraction virtually 
| ceases with 1.5 cc. of 
EMETROL. 


March 1954 


this is why 


EMETROL 


controls epidemic vomiting 


physiologically 


EMETROL (Phosphorated Carbohydrate 
Solution) permits effective physiologic 
control of functional nausea and vomit- 
ing—without recourse to drugs. 

Thus EMETROL can be given safely—by 
teaspoonfuls to children, tablespoonfuls 
to adults—every 15 minutes until vomit- 
ing ceases. 

IMPORTANT: EMETROL is always 
given undiluted. No fluids of any kind 
should be taken for at least 15 minutes 
after taking EMETROL. 

INDICATIONS: Nausea and vomiting 
resulting from functional disturbances, 
acute infectious gastroenteritis or intes- 
tinal “flu,” pregnancy, motion sickness, 
and administration of drugs or 
anesthesia. 

SUPPLIED: Bottles of 3 fl.oz. and 16 
fl.oz., at all pharmacies. 


SAMPLES AND LITERATURE 
TO PHYSICIANS ON REQUEST 


KINNEY & COMPANY 
COLUMBUS, INDIANA 
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and irritation, 
stimulation of granulation 


external ulcers 
diaper rash 
dermatitis 


s. vitamin corporation 
Casimir Funk Laboratories, Inc. (affiliate 
250 E. 43rd St., New York 17,.N. 
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Improvement in 113 of 124 Patients* 
Number 
_ Diagnosis of patients Improved 
Chronic catarr -rhal rhinitis 11 11 
Chronic allergic rhinitis 25 
Right maxillary sinusitis | 1 | 
‘Chronic naso-phary ngeal 
catarrh 6 6 
Chronic suppurative 
| Sinusitis 3 3 
Coryza, Head cold, 
Catarr hal rhinitis 58 51 
| Influenza 2 | 1 
Acute catarrh 4 
Hypertrophic rhinitis 12 12 
TOTAL 124 113 
(91.1%) 
* Eye, Ear, Nose and Throat Monthly 32:512 (Sept.) 1953. 


BIOMYDRIN 


*BIOMYORIN’ AND 'THONZONIUM BROMIDE’ ARE TRADEMARKS OF NEPERA CHEMICAL CO., INC. 


The Biomydrin formula 


THONZONIUM BROMIDE 0.05%. Synthe- 
sized in the Nepera laboratories. Exceed- 
ingly potent antibacterial. Greatly 
enhances the antibiotic activity of neo- 
mycin and gramicidin. Reduces surface 
tension, facilitating spreading and pene- 
trating. Mucolytic. 

NEOMYCIN SULFATE 0.1%. Effective 
against gram-positive and gram-negative 
organisms. 


GRAMICIDIN 0.005%. Effective against 
gram-positive organisms. 


PHENYLEPHRINE HCl 0.25%. Widely 
preferred vasoconstrictor. 


THONZYLAMINE HCl 1.0%. Therapeutic 
concentration of this effective antihista- 
minic aids in controlling local allergic 
manifestations. 


e Prompt, prolonged shrinkage of nasal 
mucosa without secondary congestion. 
¢ pH is 6.2. Isotonic and buffered. 
¢ Does not interfere with ciliary activity. 
e Spray covers larger area than could be 
reached by drops. 
e Available on prescription only. 
DOSAGE: Adults—2 or 3 sprays in each nostril; 4 or 5 
times a day as needed, or as directed by physician. 


Children—1 or 2 sprays in each nostril; 4 or 5 times a 
day as needed, or as directed by physician. 


N epera Chemical Co., Inc. Pharmaceutical Manufacturers, Yonkers 2, N. Y. 
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~ Biomydrin is effective as an antibiotic in clearing — 
secretions. In many cases, sterile cultures were _ 
obtained after a brief period of treatment.” 
| 
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SHARP 
DOHM 


DIVISION OF MERCK & CO., Ine 
Philedelphia |, Pannsy!venio 


PHOTOGRAPH BY VICTOR KEPPLER 


In pneumonia, improvement with a single dose... 


PENTRESAMIDE. 


TRIPLE SULFONAMIDE WITH PENICILLIN 


In mixed infections PENTRESAMIDE may be life- _ tion makes it especially suitable for children. 
saving. This triple sulfonamide-penicillin oral prep- Quick Information: PENTRESAMIDE-100 and PEN- 
aration has a wide antibacterial range. TRESAMIDE-250 Tablets provide in each tablet 0.1 

Against susceptible infections, combined sulfona- Gm. sulfamerazine, 0.2 Gm. each sulfamethazine 
mide and penicillin provide effective cooperative and sulfadiazine, with 100,000 or 250,000 units potas- 
action. Even one dose produced “striking therapeutic sium penicillin G. Dosage schedules on request. 
results” in pneumonia.’ The ease of oral administra- _— Reference: 1, New York State J. Med. 50:2293, 1950. 
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®@ Occludes the os uteri for at 
least ten hours after coitus 


@ Immobilizes sperm in the 
fastest time recognized by 
the official Brown and 
Gamble technic 


@ Maintains necessary vis- 
cosity at body temperature 


@ Does not decompose or sep- 
arate while stored 


Supplied in 3-oz. tubes with a 
sanitary, durable plastic ap- 
plicator designed to deliver 
5 ce. of jelly in front of the os 
uteri. Also in large, economy- 
size 5-oz. tubes. 


BO: TH 


“OF PROTECTION 


sperm- blocking 
sperm-immobilizing 


sonmo, mo. 


A recent report by Gamble’ directs atten- 
tion to viscosity and barrier effectiveness 
as important considerations in the selec- 
tion of a contraceptive jelly. 


“To give efficient obstruction [to sperma- 
tozoa]...the material should be sufficiently 
fluid to spread throughout the vagina and 
establish a barrier over the os uteri. It 
should not, however, be so liquid as to leak 
out of the cavity or be too readily displaced 
from the os by coital or postcoital move- 
ments.” RAMSES Vaginal Jelly* fulfills 
these criteria. 


“Active agent, dodecaethyleneglycol 
monolaurate 5%, in a base of long-last- 
ing barrier effectiveness. 1. Gamble, C. 
J.: Report to Council on Pharmacy & 
Chemistry, A.M.A.: J.A.M.A. 153:1019, 
1953. 


gynecological division 
JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N.Y. 
quality first since 1883 


| 
| VAGINAL JELLY 
— 4 
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offers the logical combination of 

natural belladonna alkaloids and phenobarbital— 
a combination which provides smooth spasmolysis 
and balanced sedation. 


EACH TABLET OR FLUIDRAM OF ELIXIR CONTAINS: 


16 mg. (Ya gr.) 
BELLADONNA ALKALOIDS ............. es mg. 


(Incorporated as Hyoscyamine sulfate 0.1286 mg. Atropine sulfate 
0.0250 mg. and Sc 1 ide 0.0074 mg.; approximately 
equivalent to 7 min. Tr. Belladonna.) 


Yvanrar & BROWN, INC. Richmond, Virginia 


i 


— 
\ al 
GAS a 
pad 
= 


72 SOUTHERN MEDICAL JOURNAL March 1954 


Classified Advertisements | | THE OPHTHALMOLOGICAL STUDY COUNCIL 


LANCASTER COURSES IN OPHTHALMOLOGY 


WAN TED—Doctor for a prosperous Alabama town located Colby College, Waterville, Maine 
near Favette, good farming section, large territory to. serve, 
fully equipped clinic, property may be rented or bought on June 26 to September 4, 1954 


very liberal terms. Reason for this opportunity, doctor's death, 
Contact Mrs. A. H. Bobo, Covin, Alabama. 


= — SUBJECTS INCLUDED 
FOR SALE OR LEASE—Large brick clinic building on lot 

95 x 180, Full basement partitioned into 4 rooms and kitchen— ; : 
all concrete and dry at all times. First floor--entrance hall, Histology Neuro-Ophthalmology 


Anatomy Pharmacology 


large reception and waiting room with sun porch glass en Embryology Motor and Sensorv 
closed. Private office, x-ray and dark room, two large treat- 
ment rooms, Second floor—corridor full length of building, Heredity Refraction 
% double rooms and | single room. Natural gas heating unit Pathology Slit Lamp 
furnace, air conditioned, All in good repair. Contact S. F. k 
. Mitchell, M.D., Malden, Missouri. Bacteriology Perimetry 
Optics Surgical Principles 
WANTED—STAFF PHYSICIAN—Experienced surgery, Physiolovical Ovti Gk 
who can also do general medical and other duties required 


in a mental institution. TWO GRADUATE NURSES and Visual Physiology General Diseases and 
ONE LABORATORY TECHNOLOGIST. If interested, con- 


Bio-Chemistry Ophthalmoscopy 
tact Medical Director, Florida State Hospital, Arcadia, Flor- : I PY 

Fee: $325.00) Veterans’ Tuition Paid by Veterans 
FOR SALE—Nice office and residence located in growing Administration 
town, population 12,000 near Lampa, Florida. New 98 bed 
hospital recently opened. Present owner in location 33° years Adequate living quarters on the college campus 


must give up practice because of age. Wondertul opportunity 
for physician interested in general practice and obstetrics. Des- 
pense own drugs. Contact Robert C. Black, M.D., Plant 
City, Florida, Ophthalmological Study Council, 


WAN TED—Doctor to do general practice—Salary first) vear— 243 Charles Street 
Partnership basis following—Contact: Hershell B. Murray, Boston 14, Massachusetts 
Superintendent, West Liberty Hospital, Inc., West Liberty, 
Kentucky. 


For further information write 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of pa- 
tients. All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each 
floor. Also a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above 
sea level, overlooking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for 
diversion and helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE. TENNESSEE 


St. Elizabeth’s Hospital 


Richmond 20, Virginia 


Staff 


Guy W. Horsley, M.D. General Surgery and Gynecology 
D. Coleman Booker, M.D. 
General Surgery and Gynecology 


Austin I. Dodson, M.D. Urology 
Austin I. Dodson, Jr., M.D. Urology 
Douglas G. Chapman, M.D. Internal Medicine 
Elmer S. Robertson, M.D. Internal Medicine 
I. F. Stanley, M.D. Internal Medicine 
Fred M. Hodges, M.D... Roentgenology 
L. O. Snead, M.D... Roentgenology 
Hunter B. Frischkorn, Jr., M.D. Roentgenology 
Helen Lorraine Medical Illustration 


Administration 


William Scott : Business Manager 


School of Nursing 


The School of Nursing is affiliated with the Johns 
Hopkins Hospital School of Nursing for a three months’ 
course each Pediatrics and Obstetrics, and with 
fucker’s Hospital in Richmond for a 12 weeks’ course 
in’ Phychiatry. 


Address: Superintendent of Nurses 


and 0. 30 Gm. acid 
hydrochloride in each capsule) has been 
shown to be more 


y Fe 
Mephate ‘Robins’ allays 
sion and anxiety without dimming con- 
sciousness; and relaxes skeletal muscle 
and tremor without impairing 
= 
= 
Ethical: Pharmaceuticals. of. Merit: since 
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IN PERFORMANCE 
FLEXIBILITY 


IN ENGINEERING 
INGENUITY 


THE 


"ME-49 
UNIVERSAL DIATHERMY 


Utilizes the full power tube output for effective 
heating of large as well as small areas. 


Any treatment technic may be used: 

Contour Applicator (illustrated) 

Air-Spaced Electrodes 

Cuff or Induction Cable 

Minor Electrosurgery 
Stable Frequency (11 meters, 27.12 megacycles) 
maintained by an independent circuit. 
Economical — low cost; low operating expense ; 
traditionally reasonable and reliable Burdick 
service. 


THE BURDICK CORPORATION 
MILTON, WISCONSINE 


Continued from page 50 


dominal surgery, March 21, April 1 and 2; obstetrics and 
gynecology, May 19-21; trauma, July 28-30; management of 
simple fractures, September 15-17; and clinical electrocardiog 
raphy, October 6-8. For further information write Postgraduate 
Department, 4 South Dunlap, Memphis, Tennessee. 

Dr. R. R. Overman, director of the Section on Clinical 
Physiology, University of Tennessee Medical Units, Memphis, 
has been awarded renewal of his research grant of $6,809 by 
the United States Public Health Service. Dr. Overman is study 
ing “The Effects of Diuretic and Anti-Diuretic Agents on 
General, Vascular and Tissue Cellular Permeability.” 

Dr. S. H. Long, Chattanooga, has associated with him his 
son, Dr. Ira M. Long, in the practice of ophthalmology. 

Dr. Edward C. Segerson, Memphis, has been elected presi 
dent of the St. Joseph Hospital staff. 

Dr, Harwell Wilson, Memphis, has been clected president 
of the Baptist Hospital medical staff. 

Dr. Jack Clark, originally of Clay County, is practicing 
medicine in Cookeville. 

Dr. Rov J. Jarvis, formerly of Sneedville, is associated with 
Dr. R. A. Broady, Sevierville. 

Dr. C. D. Walton, Mount Pleasant, is chief of staff of the 
recently dedicated Maury County Hospital. Dr. Walton served 
as chairman of the building committee for the $2,200,000 
structure. 

Dr. S. J. Schaeffer, Jr., has located in Dresden, being associ- 
ated with Dr, P. W. Wilson's Clinic. 

Dr. Jewell M. Dorris, Memphis, has been clected president 
of the Memphis Surgical Society. 


Dr. John C. Burch, Nashville, has been elected president 
of the Southern Surgical Association. He has been secretary 
of this organization for several years. 

Dr. Clifton W. Woolley has been elected president of the 
Memphis Pediatric Society. 

Dr. Ralph H. Monger, Knoxville, is the new medical and 
scientific director of the ‘Tennessee Division of the American 
Cancer Society, succeeding Dr. R. L. Sanders, Memphis. 


TEXAS 


Texas Medical Association will hold its next meeting in San 
Antonio, May 3-5, under the presidency of Dr. George Turner. 


Texas Rheumatism Association at its sixth annual meeting 
held recently elected Dr. Alfred H, Harris, Dallas, president; 
Dr. Howard C. Coggeshall, Dallas, first vice-president; Dr. 
Frank F. Parrish, Houston, second vice-president; and Dr. 
Charles H. Cornwell, Marlin, secretary-treasurer. 

Dr. William F. Mengert, Dallas, was elected president of 
the American Academy of Obstetrics and Gynecology at its 
meeting held recently in Cincinnati, Ohio. 

Private Clinics and Hospitals Association of Vexas has in 
stalled Dr. W. R. Swanson, Taylor, president; and elected 
Dr. Neil Buie, Marlin, president-elect; Dr. R. D. Holt, Meri- 
dian, vice-president; and Dr. John Dupree, Levelland, secretary 
treasurer, 

Southwestern Medical Association has installed Dr. Willard 
W. Schuessler, Fl Paso, president; and elected Dr. Joseph Bank, 
Phoenix, president-elect; Dr. N. K. Thomas, Tucson, first 
vice-president; Dr. John H. Dettweiler, Albuquerque, second 
vice-president; Dr. Leslie Daviet, Las Cruces, New Mexico, 
third vice-president; and Dr. Celso C. Stapp, El Paso, 
secretary -treasurer. 

Dr. G. V. Brindley, Temple, has been clected chairman 
of the Medical and Scientific Committee of the American 
Cancer Societv. He is chairman of the executive committee 
of the, Texas division and a member of the national board 
of directors. 

Dr. Oren H. Chandler, Ballinger, has been named president 
of the board of trustees of Howard Payne College, Brown- 
wood. He has been a trustee for 12 years and vice-president 
the past two years. 

Dr. John Q. Rounsaville, Dallas, has been named medical 
director, National Bankers Life Insurance Company. 

The third annual State Tumor Conference, sponsored by 
the Wichita County Medical Society Tumor Clinic, the Amer- 
ican Cancer Society, and the State Department of Health, 
will be held in Wichita Falls, March 13. 

The new El Paso Medical Center which is centrally located 
near the hospitals has nine professional buildings containing 
35 suites and offices for doctors and dentists. 

Dr. George W. Cox, State Health Officer of as for the 
past 17 vears, resigned effective March |. His resignation 
was accepted by the State Board of Health with the request 
that he remain in office until a successor could be selected. 


Dr. George Sidney Woods, general practitioner of Devine 
for 42 vears, was recently honored when he was made 
honorary mavor of Devine, and the local chamber of com- 


Continued on page 76 
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a vitamin-mineral formulation 
of 21 balanced factors, 
supplementing the depleted diet 


each capsule of Le ivi contains: 


Thiamine Hydrochloride ........................ 3 mg. 
Pyridoxine Hydrochloride .................... 0.5 mg. 
Calcium Pantothenate aes 5 mg. 
Mixed Tocophercls (Ty9¢ IV) 5 mg. 
Calciam ..................... 213 mg. 
Cobalt 


Copper 
Iodine ... 


ey 
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high-potency capsules 
specifically designed to 
‘meet increased nutritional . 
needs during illness 


each capsule of 

contains: 

1,000 U.S.P. Units 


Magnet 6 mg. 


J. B. ROERIG AND COMPANY 
Chicago 11, Winois 


to support the healthy... to fortify the sick... i 
id f 4 ; 
Mitt?) be / | 
Ss, 
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0.15 mg. _ ‘Thiamine Mononitrate Tag. 
Iron ....... 10mg. RibofieVi) mg. 
Moly mg. Ascorbic Acid 150 mg. 
ES 
of 


76 SOUTHERN MEDICAL JOURNAL 


in everyday practice 


PENICILLIN 
still the antibiotic of first 
choice for common infections. . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 
to increase antibacterial 
range and reduce resistance... 


Three strengths: 
125M, 250M, 500M 


Each tablet contains: 
Penicillin G Potassium, Crystalline 
125,000 (or 250,000 or 500,000) 


units 
Sulfadiazine . . . 0.167 Gm. 
Sulfamerazine . . . . 0.167 Gm. 
0.167 Gm. 


Sulfamethazine . 


Supplied: 

Scored tablets in bottles of 50. 
Biosulfa 125M also available 
in bottles of 500. 


TRADEMARK, PEG US PAT. OFF, 


Upjohn 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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merce paid tribute to him in a “Davy of 


Appreciation” spon 
soring a parade, speeches and gifts. 


VIRGINIA 


Richmond Academy of Medicine has installed Dr. Benjamin 
W. Rawles, Jr., president; and elected Dr. R. D. Butterworth, 
president-elect; Dr. W. Linwood Ball and Dr. H. St. George 
fucker, Jr., vice-presidents; and Dr. John P. Lynch and Dr 
William H. Higgins, Jr.. were elected new members of the 
Board. 

Seaboard Medical Association of Virginia and North Caro 
lina, at its recent meeting held in Norfolk, elected Dr. Edwin 
A. Rasberry, Jr., Wilson, North Carolina, president; Dr 
George Carroll, Suffolk, Dr. A. R. Peter, Washington, North 
Carolina, Dr. James Guy Price, Norfolk, and Dr. O. EF. Bell, 
Rocky Mount, North Carolina, vice-presidents; and Dr, James 
M. Habel, Jr., Suffolk, secretary-treasurer, reclected. 

The Virginia Trudeau Society was organized recently and 
the following officers were elected: Dr. BE. 8S. Ray, Richmond, 
president: Dr. Drash, Charlottesville, vice-president: 
and Dr. W. EF. Apperson, Richmond, secretary -treasurer. 

Dr. Emily Gardner, Richmond, has been appointed chair 
man of the Coordinating Committee on crippled children’s 
services of the Virginia Council on Health and Medical Care, 
succeeding Dr. Louise F. Galvin, director of crippled children’s 
services of the State Department of Health. Dr. Galvin will 
continue to serve on the committee. 


Dr, R. Finley Gavle, Richmond, has been nominated 
as president-clect of the American Psychiatric Association; the 
nomination will be acted upon at the annual meeting of that 
association in) May. 

Dr. Charles W. Dorsey has moved from Roanoke to Galax 
where he will be engaged in practice. 

Certificates Carrying life membership were recently awarded 
by the Medical Society of Virginia to the following: Drs. 
Joseph LeCenne DeCormis, Accomac; Courtney Edmond, 
Clifton Forge: William Watlace Gill, Richmond; William H 
Howard, Hampton; Louis Knight Leake, Goochland; William 
Cline Moomaw, Bedford: Lawson Otwood Powell, Seatord: 
Marvin Pierce Rucker, Richmond; John Bonney Shipp, Nor 
folk: Benjamin Clinton Shuler, Shenandoah; Homer Amos 
Spitler, Middleburg; Harry Benjamin Stone, Roanoke; William 
Joshua Sturgis, Nassawadox; Charles Walter Thomas, Flovd; 
Fdward Victor Vals, Philadelphia; Cary Elphus Via, Nortolk: 

McGarvey Wallace, Gate City; and Elbert Patton Whited, 
Honaker. 

Virginia Diabetic Association has elected Dr. 
Bailey, Jr., Richmond, president: Dr. Thomas S. Edwards, 
Charlottesville, and William A. Read, Newport) News, vice 
presidents; and Dr. James F. Conner, Kecoughtan, secretary- 
treasurer. 


Robert L. 


WESET VIRGINIA 


West Virginia Heart Association has installed Dr. Walter 
C. Swann, Huntington, president; and elected Dr, Francis J. 
Gavdosh, Wheeling, president-elect; Dr. Richard N. O'Dell, 
Charleston, vice-president; Dr. William E. Bray, Jr., Hunting 
ton, secretary; and Dr. Roland EF. Plott, Charleston, treasurer. 
The next annual meeting will be held) in’ Huntington” in 
November. 

Dr. Gordon R. McKinney has been named assistant pro- 
fessor of pharmacology at West) Virginia University Schools 
of Medicine and Pharmacy. Dr, McKinney has been doing re 
search at Duke University, Durham, North Carolina, in me 
tabolism of white blood cells from human donors; he made 
studies of leukocytes in leukemic patients, and investigated 
the chemical processes of carbohydrate metabolism in = white 
blood cells from normal individuals. Dr. McKinney will con- 
tinue research in the same general field at West Virginia 
University. 

The first open statewide public relations meeting sponsored 
by the West Virginia State Medical Association will be held 
on August 18 in White Sulphur Springs, The Greenbrier. 
Ihe meeting, which will be under the auspices of the public 
relations committee, will be called to order by the chairman, 
Dr. Charles EF. Staats, Charleston. 

West Virginia Chapter of the American College of Sur- 
geons will hold its annual meeting in White Sulphur Springs, 

he Greenbrier, April 2-3. Dr. Hampton St. Clair, Blue 
field, is president of the Chapter; Dr. IT. Kerr Laird, Mont 
gomery, vice-president; and Dr. John C. Condry, Charleston, 
secretary -treasurer. 

Dr. Robert G. Combs, Blueticld, has moved to Lansing, 
Michigan, where he is associated with Dr, Earl I. Carr in 
the practice of surgery. 

Dr. Lawrence B. Hewitt, Lumberport, has moved to Hunts- 
ville, Alabama. 

Dr. Rollin F. Snide, a native of Bangar, New 
located at Lumberport, where he will 
practice. 


York, has 
engage in general 
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COADUVANTS 


Following his work on pellagra, Dr. Joseph 


* Goldberger reported that “The primary etiolog- 
sa ical dietary factor in pellagra is a faulty protein 
na (amino acid) mixture, a deficiency in some as yet 
unrecognized dietary complex (possibly a vita- 
“4 mine), or some combination of these.” 
“i Later research has confirmed his theory that 
1 a combination of these factors cause pellagra. 
r- Elvejhem and his associates, in 1937, discovered 
— that nicotinic acid is an important factor in the 
¥ relief of pellagra; in 1945, Krehl and his co- 
1. workers noted that the amino acid tryptophane 
had a decided effect on the growth of rats fed a 
2 pellagra producing high corn diet; and in 1948, 
: Luecke and his colleagues demonstrated the rela- 
tionship of nicotinic acid, tryptophane and pro- 
tein in animal nutrition. 
1 Junqueira and Schweigert have shown that a 
4 lack of pyriodoxine (B6) inhibits the metabolism 
; of tryptophane to nicotinic acid, and Krehl 
* found folic acid to be an important factor in 


nicotinic acid deficiency. 


- These are but a few of the findings which 
emphasize the interrelationship of the factors 
r required to effect the cure of pellagra, and that 
e these and probably other factors are coadjutives 
# —reciprocally helpful and mutually aiding. 

d Goldberger recommended dried brewers’ yeast 
. because he found it supplied all of the needed 
q factors. The Vitamin Food Company furnished it 


to Dr. Goldberger. He found it very potent and 
very reliable in the P-P factor. VITA-FOOD 
Brewers’ Yeast remains a dependable source. 


VITAMIN FOOD CO., INC. 
; 187 SYLVAN AVE. 
NEWARK 4, NEW JERSEY 
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in refractory or 


relapsing cases 


ERYTHROMYCIN 

the antibiotic of choice 
against resistant 
Gram-positive cocci. .. 


REINFORCED BY 


TRIPLE SULFONAMIDES 

to cover Gram-negative bacteria 
and to potentiate 

the erythromycin... 


Each tablet contains: 
Erythromycin. ..... 100 mg. 
Sulfadiazine ..... 0.083 Gm. 


Sulfamerazine ... . 0.083 Gm. 
Sulfamethazine . . . . 0.083 Gm. 


Supplied: 
Protection-coated tablets 
in bottles of 50 and 500. 


TRADEMARK 


Upjohn 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


i 
th BREWER >... 
it 
ay 
vs 
ill % 
3 
f 


78 SOUTHERN MEDICAL JOURNAL March 1954 


WESTBROOK SANATORIUM 


eA private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational and pene. — an. 
recreational therapy—for nervous and ‘THOMAS F. COATES, M.D. 
mental disorders and problems of = 
addiction. 


R. H. CRYTZER, Administrator 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 
oy 


Browne-M cHardy Clinic 


Internal Medicine and 
Gastroenterology 

Surgery 

Gynecology and Obstetrics 

Radiology—X-ray and 
Radium therapy 

Laboratory and Research 
Departments 

Urology 

Endoscopy 

Otolaryngology-Ophthalmology 

Neuropsychiatry 

Hotel facilities available 


363 6 ST. CHARLES AVENUE 
Phone TYler 2376 * New Orleans, La. 
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im the treatumenmt of Hiypertension 


Effectively 
mannitol hexanitrate exerts 
vasodilator action and 
persistent relaxation of 
smooth muscle 


New and Nonofficial Remedies: A.M.A. Council on 
Pharmacy and Chemistry, J. B. Lippincott, p. 243, 1953. 


fewer side effects 
with mannitol hexanitrate 
... greater percentage fall 
in blood pressure 


N. Y. Physician 31:20 (Jan.) 1949. 


Economically | 
combined medication 


that provides simultaneously: 


vasodilatation (mannitol hexanitrate) 
diuresis (theophylline) 
sedation (phenobarbital) 
capillary protection (ascorbic acid + rutin) 


BRINGS THE PRESSURE DOWN SLOWLY SAFELY 


Complete Medication for the Hypertensive 


Each Semhyten Capsule contains: Phenobarbital..%4 gr.(15 mg.) 
Mannitol Hexanitrate...12 gr. (830mg.) Rutin 
Theophylline ...............1%2 gr. (0.1Gm.) Ascorbic Acid............... 15 mg. 


Supplied: In bottles of 100, 500 and 1000 pink-top capsules. 
The S. E. MASSENGILL Company - Bristol, Tennessee 
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APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nerv- 
ous and mental disorders, alcohol and drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly 
claims an unexcelled all year round climate for health and comfort. All 
natural curative agents are used, such as physiotherapy, occupational ther- 
apy, shock therapy, outdoor sports, horseback riding, etc. Five beautiful 
golf courses are available to patients. Ample facilities for classification of 
patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 


Appalachian Hall, Asheville, N. C. 


Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational 
Therapy 


Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 
Jas. N. Brawner, M.D. Jas. N. BRAwNeR, Jr., M.D. ALBERT F. BRawner, M.D. 


MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P. O. Box 218 Phone 5-4486 
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Theocalcin, theobromine-calcium salicylate, exerts a twofold 


action: |) it is an efficient diuretic, and 2) it stimulates the heart 
muscle. 


For most cases of congestive heart failure, a dose of | or 2 
Theocalcin Tablets given 3 times a day will suffice. Theocalcin is 
well tolerated and not likely to cause nausea or headache. 


Theocalcin Tablets, 7% grains (0.5 Gm.) each. Powder, for prescription 
compounding. 
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Saint Albans Sanatorium 
RADFORD, VIRGINIA 


* 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


James P. King, M.D. 
Director 


James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


James L. Chitwood, M.D. 
Medical Consultant 
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Friedman Diagnostic Clinic 


CoMPLETE DIAGNOsTIC SERVICE 


Internal Medicine — Diseases of the Chest — Pneumoconioses 


1906 Ninth Avenue South Phone 54-3324 Birmingham, Alabama 


THE WALLACE HOSPITAL 


W. R. WALLACE, Superintendent 
Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 
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in any case of OBESITY 


with low-reserve thyroid. Mild thyroid deficiency “‘is 

a fairly common condition . . . characterized by weight 
gain, lassitude, brittle fingernails, coarse hair and .. . 
menstrual abnormality.”’! In this condition, accompanying 
thyroid medication may be of distinct help to the 

dietary regimen in reducing the patient.? 


Thyrar is prepared exclusively from beef sources and provides 
whole gland medication at its best. Superior uniformity 

is assured by chemical assay and biologic test. 

Supplied: Tablets of 2, 1 and 2 grains. Bottles of 100 and 1000. 
Standardized equivalent to thyroid U. S. P. 

1. Buxton, C. L., and Vann, F. H.: New England J. Med. 236: 536, 1948. 


2. Cushney, A. R.: Textbook of Pharmacology and Therapeutics, ed. 10, 
Philadelphia, Lea & Febiger, 1943, pp. 436-437. 


ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11, ILLINOIS 


“In acute constipation, the cathartic of 
choice is the . . . one which will 
produce a prompt and complete 
evacuation without excessive 


EXPLOSIVE REACTION... purgation.” (Cornell Conference on 
Therapy, Vol. III, p. 279) 
OR GENTLE EVACUATION ? 


DOXYCHOL- 


product of George A. Breon & Co. 


New York 18, N. Y. “Bile has a mild laxative action . . =" 

> (U. S. Dispensatory, 24th Edition: 
808, 1947) 
.. bile per se is stimulating to 

untroubled bowel action . . . try Doxy- the movements of the bowel so that 
chol-K. Each tablet contains Desoxycholic an increase in bile flow has a 
acid (1 gr.) and Ketocholanic acids (3 gr.). natural stimulating effect.” 


(Shallenberger, P. L. and Kerr, P. B., 
Postgrad. Med. 13:32, 1953) 
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on every 
count 


Superior flavor 


Exceptionally pleasant tasting...leave no unpleas- 
ant after-taste... readily accepted without coaxing. 


Superior stability 


Require no refrigeration; no expiration date on 
labels. May be safely autoclaved with formula. 


Superior miscibility 
Disperse instantly in formula, fruit juice or water 
... mix well with Pablum and other solid foods. 


Superior convenience 

In ready-to-use form... no mixing necessary. 
Calibrated dropper assures easy, accurate dosage. 
For young infants, drop directly into mouth or mix 
with other foods. For older infants, measure into a 


spoon. 


3 infants 
Cuperior vitarnin for inta 


Each 0.6 cc of Poly-Vi-Sol supplies 


Vitamin A 5000 units 

Vitamin D 1000 units 
j ‘i Ascorbic acid 50 mg 
i. Thiamine 1 mg 
SIX ESSENTIAL VITAMINS FOR DROP DOSAGE ered pthc 
iacinamide 6 mg 


&) Each 0 6 cc. of Tri-Vi-Sol supplies 
T r a Vitamin A 5000 units 
we Vitamin D 1000 units 
; Ascorbic acid 50 mg 
VITAMINS A, D AND C FOR DROP DOSAGE 
vitamins are in synthetic hypoaller- 


genic form 
Available in 15 ce. and 50 cc. bottles. with 


MEAD JOHNSON & COMPANY calibrated droppers 
Evansville, Indiana, U.S.A. 
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vitamin protection 


for the young child 


HOMICEBRIN 


(Homogenized Multiple Vitamins, Lilly) 


a pleasant-tasting, 


teaspoonful-dose form 


FORMULA 


EACH TEASPOONFUL (5 CC.) PROVIDES: 


3,000 units 
Thiamin Chloride.......... 
1.2 mg. 
Vitamin B,. (Activity Equivalent)......... 3 mcg. 


IN BOTTLES OF 60 CC., 120 CC., AND 1 PINT 


Usually 1 teaspoonful daily. 
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NEW 
anticonvulsant for 
petit mal epilepsy 


“To date MILONTIN is the most 
effective succinimide we have tested.... 
“...it has the advantage 
of being relatively nontoxic. 

“...more efficacious in that group 

of cases in which standard medication 
gave only indifferent-to-fair results, 
as well as in those cases having 
the lowest frequency 
of pretreatment seizures.”* 


*Zimmerman, E T.: 
Am. J. Psychiat. 109:767, 1953. 


MILONTIN’ KAPSEALS’ 


(METHYLPHENYLSUCCINIMIDE,. PARKE-DAVIS) 


MILONTIN, a drug of choice 
for petit mal epilepsy, was developed 
by the research laboratories 
of Parke, Davis & Company following 11 years 
of study and clinical investigation. 
It is available in 0.5 Gm. Kapseals 
in bottles of 100 and 1000. 
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